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* Editorial * 


Dr. Rock Sleyster 


President of the American Medical Association 


E VERY man has his own unique talents and pos- 
sibilities, and happy are they who discover 
their talents early in life and consciously set about 
developing them. 

A talent for organizational work is one which is 
important in our present-day highly complex so- 
ciety, and is too rare among the members of the 
medical profession. This ability seems to have 
been unusually prominent in Dr. Rock Sleyster, 
and he has been exercising it during practically the 
whole of his active professional life, along with 
his superior strictly medical abilities. 

Dr. Sleyster was born June 14, 1879, at Waupun, 
Wisconsin, received his medical degree from the 
University of Illinois College of Medicine in 1902, 
and immediately began the general practice of his 
profession at Kiel, Wisconsin, moving shortly 
thereafter to the larger town, Appleton. 

There may be some question as to whether our 
environment largely conditions our activities, or 
our aptitudes are the determining factors in shap- 
ing Our environment, but in either case, it was not 
long before Dr. Sleyster became physician to the 
prison for the criminal insane, at his birthplace, 
and entered upon his successful career as a psy- 
chiatrist. 

In this position he carried out original research 
(the results of which were reported in the pro- 
fessional literature), of such a character that he 
was chosen to direct the building of the Wiscon- 
sin Hospital for the Criminal Insane. Later he 
became medical director of the Milwaukee Sani- 
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tarium, at Wauwatosa, which position he still holds. 
From 1918 to 1923 he was editor of the Wisconsin 
Medical Journal; and from 1916 to 1920 was chief 
of the division of postgraduate medical study at his 
alma mater. 

The year after his graduation (1903) he was 
elected secretary of the Calumet County Medical 
Society, which responsible position he held for 
six years, after which he was elected assistant 
secretary of the State Medical Society of Wis- 
consin, and became secretary in 1914, continuing in 
that office until he was elected president, in 1924. 
Since 1925 he has been treasurer of that Society. 

From 1915 to 1926 he served as a delegate from 
his state to the American Medical Association, and 
during the last four years of that period was 
vice-speaker of the House of Delegates; after 
which he was made a trustee of the Association, in 
which capacity he served until 1937, acting as chair- 
man of the Board during the last three years. 

In 1924 he was made a fellow of the American 
College of Physicians, and for a number of years 
has been a member of its board of governors. He 
is also an active member of the American Psychi- 
atric Association, the Association for Research in 
Nervous and Mental Diseases, and the Central 
Neuropsychiatric Association. 

The man who can carry on such a large amount 
of organizational work successfully, in addition to 
looking after an active specialistic practice, has a 
real vocation along that line and earns whatever 
preferment he receives. 
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Dr. Sleyster’s friendly and pleasing personality 
probably accounts for the rather unusual fact that, 
whenever he has been chosen for an elective office 
in any organization, his election has always been 
unanimous. 

With his long and varied experience in medical 
organization work, we may feel certain that the 
affairs of the great Association over which he now 
presides will be in thoroughly capable hands. 
eS 


The vocation of every man and woman is to serve other 
people.—To tsto1. 
i) 


This Day 


Soon after the first lightening of the eastern hori- 
zon, the birds began to sing gloriously, and pres- 
ently the early morning breeze was whispering 
among the mature leaves of midsummer. A soft 
flush spread and the first level beams of the ris- 
ing sun made jewels of the drops of dew on the 
tips of the grass blades. 

Slowly the stirrings of the air faded away, like 
a sigh that is spent, and strong heat enveloped the 
world. The dew drops returned whence they came. 
The strings and wood-winds of the bird chorus 
were hushed, except for occasional notes from 
some of the sturdiest songsters, and the cicadas 
took up the theme with their brass. At last, even 
these were silent. 

To the north and west, great, greasy thunder- 
heads began to lift above the treetops, and the sun 
turned their summits to silver. The world was 
awaiting for that which impended, while blue- 
white ropes of lightning worked at pulling the 
heavy draperies of the storm toward the zenith 
and the distant rumble of heaven’s pulleys became 
perceptible. 

All at once the leaves in the highest tree tops 
began to murmur once more, not with the friendly 
sibilance they used at dawn, but rather with a 
frightened prescience of danger approaching. 

A shattering explosion of fire and sound burst 
the floor of the empyrean and a wall of gray whip- 
lashes was let down and came rushing toward 
us, while the trees, now thoroughly panic-stricken, 
twisted, now this way and now that, in their ef- 
forts to escape. In vain! The torrent was upon 
them! 

For a half-hour, pandemonium, darkness and the 
roadsides roaring with water like a _ millrace, 
while the barrage of the skies made the windows 
rattle and the glasses on the pantry shelf clink. 

And then the somber and leaden hue of the pall 
lightened to gray; then to pearl; and the erst solid 
fabric began to fray at the edges, curl up and 
show moth-eaten holes, where the blue presently 
showed through in patches large enough to make 
a pair of breeches. Then the sun again and the 
birds, emerging from under the eaves and from 
other dugouts to which they had retired while the 
battle raged, to preen themselves in the scarlet 
and purple of the tempestuous sunset and sing 
themselves to sleep as they sung us awake. 
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The peaceful-seeming stars, so far away that 
their volcanic outbursts seem but the winking of 
friendly eyes, took up their age-long vigil again 
and it was night, closing the cycle of one summer 
day—our day, if we had the wit to claim it and 
use it and rejoice in it, watching its changing 
moods, harkening to its manifold voices, and 
breathing its fascinating scents, instead of fixing 
our thoughts so firmly upon our little, personal 
plans that we had no time for leaf-shadows and 
bird-harmonies and, perhaps, only scowls and pro- 
fanity for the magnificent pageant of the storm. 


This day and this only was ours. Yesterday, 
whether we lived in it or not, has escaped; tomor- 
row will again offer us the tapestry of this day, 
to cover us with a mantle of glory or be thrust 
away in the cobwebbed attic of inattention and 
forgetfulness, while we pick over the musty rags 
of worry and preoccupation or try to fashion us 
a robe from the tarnished tinsel of pride and sel- 
fish ambition. 


Why not live the days as they come to us, joy- 
ously rifling each of its precious freight of experi- 
ence and beauty to build us a house wherein our 
souls may dwell, amid high romance, until we 
pass on to other scenes of endeavor, taking with 
us naught but the powers and faculties we have 
acquired by acting upon our environment con- 
structively, and the expansion of consciousness 
which comes from looking upon and loving each 
separate this day? 

eS 


To be impatient between the ages of thirty and forty is 
a sign that one has not yet learned how to live.-—Frank 
P. STOCKBRIDGE. 


 — 


Sex Fancies As “Smut” 


Ix an article which appeared some years ago, in 
one of the popular magazines, Harry E. Fosdick 
referred, rather superficially one feels, to the sex 
fancies of adolescents and older persons as “smut,” 
and thus furnished an interesting commentary 
upon, either the character of his own education in 
connection with one of the most basic urges of 
human beings, or upon his estimate of the intellec- 
tual status of the people whom he expected to read 
the article. 

This view of the matter is, however, disastrous- 
ly prevalent, even in this day of boasted emancipa- 
tion in thought, word, and deed. When we hear 
a man referred to as “immoral” or “impure” or a 
“sensualist,” the speaker almost invariably means 
that his sexual activities are of a character not 
sanctioned by the current opinion of most of our 
communities. The slanderous gossip; the ill-na- 
tured “grouch” and faultfinder; the niggardly and 
jealous husband, are not referred to as “immoral,” 
although they probably cause more domestic un- 
happiness than that- produced by those who occa- 
sionally stray along the bypaths of sex. 

Is there anything any more intrinsically “im- 
pure” about the activities of sex than there is about 
eating, digestion, respiration, or any of our other 
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physiologic functions? Obviously not! The “im- 
purity” is in the mind of the prurient thinker. 
The man whose dreams and fancies are entirely 
absorbed in the pleasures of the table is, to the 
thoughtful and open-minded person, just as un- 
lovely an object as is he whose musings are sim- 
ilarly restricted to the joys of the bedchamber. 

A “sensualist” is a man whose chief object in 
life is the gratification of the senses, of which 
there are five: Sight, hearing, touch, taste, and 
smell, as well as the highly specialized modifica- 
tion of the sense of touch which we know as the 
genital sensation. 


So long as men whose opinion is valued by 
many people, and who write freely (if not always 
judiciously) in the public prints, see—or pretend 
to see—the sex life as something “smutty,” our 
chances of coming to a sound and civilized appre- 
ciation of the part which the great reproductive 
urge plays in our physical and psychic life are 
meager. 


It is time for physicians who have given this 
matter enough study and thought so that they 
have formed an intelligent opinion upon it, to speak 
out in no uncertain terms, in order that people 
may learn the truth, shake off the hoodwink of 
salacious and keyhole-peeping prudery, and face 
the issues involved with a clear eye and an un- 
clouded mind. Only thus can we find a prophylac- 
tic for some of the “repressed complexes” which 
are wrecking so many otherwise useful lives, and 
train the younger ones (in whom lies our only 
hope) to see the glory and the beauty of the highest 
and most perfect form of union which men and 
women, as now constituted, can know. 


Nature is not to be governed except through obeying 
her.—Francis Bacon. 
= 


The Young Doctor 


T ue medical affairs of this country, today, are 
being run, to a large extent, by relatively old 
doctors, whose grandchildren will find their physi- 
cal welfare largely in the hands of those who are 
now young doctors, or about to become such. 


Our older generation has done rather well, in 
a good many respects, but there is still a wide field 
for improvement in a great many others. In fact, 
most physicians who have been in practice for 
twenty years or so feel that our medical schools, 
when they were graduated, had not given them 
adequate training for their life’s work, and those 
who are leaving such schools now, while they may 
be better Jaboratory scientists than their fathers 
were, are vastly less capable clinical artists. 


In the hope that we may be able to fill some 
of the gaps in their practical training for medical 
practice, left by the curriculums of the schools 
from which some of the younger physicians have 
recently been or are about to be graduated, we 
are planning to publish, in the early spring, a 
“Young Physicians’ Number,” in which we hope 
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to give them some information which will be of 
real and permanent value in the years to come. 

In this endeavor, we now specifically ask the 
assistance of our readers. 


If you have been in practice for ten years or 
more, please write us, promptly, stating what spe- 
cific weakness in your scholastic training you dis- 
covered in the first few years of your practice, and 
telling how you set about strengthening these weak 
spots. 


We shall be especially grateful to receive a num- 
ber of letters from men who have had a long, ac- 
tive, and successful experience in general clinical 
practice, embodying their practical advice to the 
young physician as to how he can be most useful 
to his patients, his community, and the nation, and 
be most certain to achieve, not only that profes- 
sional success which is the real basis of true 
achievement, but also the economic returns which, 
in the eyes of the unthinking public, are the index 
and certificate of such achievement. 


If you have been in practice for five years or 
less, please tell us what were the most important 
difficulties you encountered as you are beginning 
your active, individual clinical work, and what 
specific information you most need to help you in 
overcoming those difficulties. 


These letters should be written as carefully as 
you know how (for your sake as well as ours), 
and as briefly as is consistent with the rules of 
good English (the nearer they approximate 500 
words, the better) ; typed (if possible) with double 
spacing and ample margins, on white, letter-size 
paper, including your name and address; and 
should be in our hands not later than the middle 
of October, so that we can make our plans. 


All of these letters which seem suited to their 
purpose will be correlated, polished up a little if 
they need it, and published in the special number, 
with the name of the writer, so that all contribu- 
tors can see how their experiences compare with 
those of their professional brethren, and pick up 
bits of useful information they may need. 


They will also serve another valuable purpose, 
for where questions are asked which are hard to 
answer, or advice sought which calls for the opinion 
of an expert, we shall try to obtain and publish 
the desired answers and advice in our pages during 
the succeeding year. 


If any have had peculiarly helpful experiences, 
which will be of wide or universal appeal to the 
younger physicians, but which will require 1,000 
words or more (up to 2,000) for their presenta- 
tion, these should be submitted in the form of 
signed articles which, if acceptable, will be pub- 
lished separately. 


If our readers will help us now, as they have 
always done in the past, we feel sure that, with 
such cooperation, we can produce an issue which 
will be treasured and used for a long time. 

SS 


To climb high, you must begin low. 


To go far, you 
must begin near.—-J. KrisHNAMURTI. 





Dangers in Diving 


Now, when the delightful pastime of swimming is 
in full swing, it may be well to warn your patients 
of some of the dangers they may incur while in- 
dulging in it, in order that, by proper precautions, 


they may avoid them. 

The more or less experi- 
enced swimmer is in the 
greatest danger, because he 
has largely or wholly lost his 
fear of the water and is so 
eager for the exhilaration 
that comes with diving that 
he does not wait to find out 
whether he can do it safely 
in the place he has chosen. 


A dive is a voluntary fall, 
head first, and one would 
think that a person who was 
about to take such an exer- 
cise, would assure himself 
regarding the nature of his 
landingplace, but the fact 
that more than 200 deaths 
occur every summer, in the 
United States, as a direct 
result of diving accidents 
(not counting those ascribed 
to drowning, in many of 
which a diving accident may 
have been a_ contributing 
factor), suggests that fool- 
hardiness is entirely too 
common. 


Approximately 70 percent of these fatal accidents 
occur because the diver failed to make certain that 
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the water into which he was about to plunge was 
actually, at that precise time, deep enough for the 
kind of dive he was planning to make. If it was 
too shallow, he struck his head against the bottom 
so hard that his neck was broken. 

Another 18 or 20 percent of these fatal acci- 


dents occurred because the diver struck his head 


NEXT MONTH 


Dr. T. H. Maday, of Chicago, 
will report his experiences with 
the intravenous and local use of 
dilute solutions of hydrochloric 
acid in the treatment of acute 
infections. 

Dr. Harry Benjamin, of New 
York City, will set forth his 
thesis that old age should be 
treated as a clinical entity, and 
discuss various methods of re- 
activation. 

Dr. Frank Thomas Woodbury, 
of New York, will compare the 
effects of photochemical therapy 
with those of histamine therapy. 


COMING SOON 


“A New Treatment of Colitis,” 
by Boris Sokoloff, M.D., New 
York City. 

“The Importance of the Liver 
Functions,” by Robert G. Con- 
trell, M.D., Englewood, N. J. 


MIDSUMMER 


against a rock, a submerged 
stump, or some other fixed 
obstacle, whose presence he 
should have ascertained be- 
fore diving, or even against 
another diver, because he 
was too impatient to wait 
for the other fellow to get 
out of his way. 


This accounts for about 
90 percent of such accidents, 
and even the other 10 per- 
cent was due almost entirely 
to some act of rank care- 
lessness, and could have been 
avoided by taking an amount 
of thought which would be 
no strain on a moron. 


You can sum up your ad- 
vice on this subject in a 
brief, easily-remembered ad- 
monition: “Never dive until 
you have made sure that the 
water is deep enough for the 
kind of dive you want to 
make, and that there are no 
rocks or other submerged 


objects closer to the surface than the depth to 
which you may possibly go.” 
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Teehnie of Caudal Anesthesia 


By 
T. F. Reutuer, M.D., M.Sc. (Mep.), Chicago, III. 


AUDAL anesthesia is a method of conduction last sacral and coccygeal nerves, these are the only 
anesthesia produced by the injection of an an- ones acted upon. The first and second sacral roots, 
esthetic solution through the sacral hiatus into the which do not supply the perineum proper, are rare- 
sacral canal. The solution remains in the extra- ly anesthetized, because they are short and of 
dural portion of the canal and comes in contact 
with the sacral and coccygeal nerve roots, produc- 
ing sensory and motor block of the perineum, 


Fig. 1: Diagram showing the distribution of the lumbar 
and sacral sensory nerve roots. 


which is supplied by the 3rd, 4th, and 5th sacral 
and the coccygeal nerves (Fig. 1). This method 
of nerve block can be used in urology? and gynec- 
ology’, and is especially useful in the majority of 
rectal operations. It has all the advantages of 
local anesthesia, and none of the possible dangers 
of low spinal (intradural) anesthesia. 

The chief disadvantages of the usual methods is 
the unreliability of anesthesia with respect to the 
time of onset and the extent. The experimental 
methods used in devising a standard technic have 
been reported elsewhere!, and the results with this 
method have been excellent. Up to the present, it 
has been used in 86 consecutive cases, and the an- 
esthesia has been of satisfactory extent and du- 
ration. 

The sacral and coccygeal nerve roots lie in the 
loose fatty extradural tissue of the sacral canal. 
The posterior roots are covered by an extension of 
the dura, up to the root ganglion. This extension 
then becomes closely adherent to the connective 
tissue of the nerve trunk proper. The portion of 
the nerve root distal to the ganglion is the only 
part acted upon by the solution, which must first 
saturate the fatty connective tissue, and only then 
comes in contact with the nerve root. Because of 
the position of the ganglion with respect to the Fig. 2: Diagram showing the levels reached by varying 
sacral foramina, and the smaller diameter of the amounts of solution injected into the sacral canal. 
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Fig. 3: Roentgenogram of the lumbosacral region after 
the injection of 15 cc. of solution into the sacral canal. 


large diameter. This extent of anesthesia is con- 
stant, no matter what the amount of solution used. 
If it is desired to block the first two sacral nerves, 


Fig. 4: Method of locating the sacral hiatus by erecting an equila- 
teral triangle on a line joining the posterior superior iliac spines, the 
apex pointing downward and falling over the hiatus. (/nt. Clin., 3:1924). 


this should be done directly through their respec- 
tive foramina. 


The Anesthetic 


The drug used must possess the property of 
producing an effective surface anesthesia, as it 
acts only by contact and is not injected directly 
into the nerve. Metycaine (N.N.R.) possesses this 
property in a 2-percent solution, and is of a rela- 
tively low toxicity. For this reason it was used 
in the first series of cases, and proved so satis- 
factory that it is still used. 

Experimental work on unembalmed bodies, using 
a roentgen-opaque solution and checked by x-ray 
films made after the injection of varying amounts, 
showed the levels reached by the solution (Fig. 2). 
The density of the shadow in the sacral canal 
also gives information as to the amount collected 
in that region (Fig. 3). The same series of ex- 
periments showed that the position of the patient 
at the time of injection had no effect upon the 
levels reached by the solution. It was found that 
15 cc. of the solution was adequate and produced 
a shadow equally as dense as the larger amounts. 
This was the amount used routinely. 

The patient, who has previously been given a 
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barbiturate sedative, is brought to the operating 
room and placed upon his abdomen on the table. 
It is not necessary to raise the hips on a pillow. 
The skin over the sacrum is prepared in the usual 
manner. 


Location of the Sacral Hiatus 


In thin patients and in those of average weight, 
the sacral hiatus is easily palpable. If the tip of 
the left index finger is placed at the tip of the 
coccyx and the palm of the hand flattened along 
the sacrum, the hiatus is usually midway between 
the metacarpophalangeal and the proximal phalan- 
geal joint. In the obese patient this cannot be 
easily identified, and then the method of Haines, 
Mumey, and Faber+, of erecting an imaginary 
eqilateral triangle on the line joining the two pos- 
terior superior spines, is used. The apex of the 
triangle extends downward toward the coccyx and 

always falls over the sacral hiatus 
(Fig. 4). Variations in the size and 
shape of the hiatus, as well as in 
the curvature of the sacrum, occur 
normally and must be remembered. 
The described method of locating the 
hiatus gives constant results in all 
cases. 


The Injection 


A 20-cc. Luer syringe is filled with 
a 2-percent solution of Metycaine 
without adrenalin, and a fine hypo- 
dermic needle is attached. This is 
used to raise a wheal in the skin over 
the hiatus. The subcutaneous tissue 
and the sacrococcygeal membrane are 
then injected and the needle with- 
drawn. From 2 to 5 cc. of solu- 
tion are used in this infiltration. 


The fine needle is then removed 
and replaced with a three-inch needle 
of large caliber and having a sharp 
point, which is inserted through the 
skin wheal and passed down to 
the ligament and through it. The 
; point is then in the sacral canal. 
It is not necessary nor advisable to advance the 
needle more than a centimeter after the ligament 
is punctured (Fig. 5). Forceful aspiration is then 
made, with the needle rotated a quarter turn at 
each aspiration. If no blood appears in the syr- 
inge, injection is begun. With the large needle 


Fig. 5: Section of a beiy, in the proper position, with 
the needle in the sacral canal. 





August, 1939 


properly located, there should be no sense of re- 
sistance to the injection of the solution. Rapid 
injection will cause an increase of pressure on the 
dural sac and will cause the patient to breathe 
deeply. This will not occur if the injection is 
made slowly. 

The solution left in the syringe after the skin 
injection (usually from 15 to 18 cc.) is injected 
into the sacral canal. The needle is removed, the 
site of puncture is touched with an antiseptic so- 
lution, and the patient allowed to turn on his 
back. After about five to ten minutes the prepara- 
tion of the operative field is begun and, by the 
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time this is complete, the anesthesia is adequate, 
and will last from 45 minutes to 1% hours. 


Bibliography 
1—Reuther, T. F.: Caudal Anesthesia in Proctology. 
Internat. Clin., 3:183, Sept., 1938. 
2.—Young, H. H.: Epidural Caudal Anesthesia in 
Prostatic Surgery. J. A. M. A., 90:1021, March 31, 1928. 
3.—Sims, H. V.: Sacral (Caudal Block) Analgesia in 
Gynecology. South. M. J., 28:908. 
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Caudal Anesthesia in Urology: New Method for Locating 
Sacral Hiatus. Internat. Clinics, 2:85, June, 1924. 
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The Gallbladder Problem 


(A New Bile-Salt Therapy) 


By 


RatpH L, Gorrety, M.D., D.N.B., Clarion, Ia. 


O the average surgeon, there is no gallbladder 

problem. He regards cholecystectomy as the 
procedure of choice in any patient able to stand 
the operation. To the average physician or internist, 
however, cholecystitis is a matter for real concern. 
Over one-half of the patients who consult him for 
“indigestion,” are afflicted with chronic cholecysti- 
tis, with or without stone formation. 

He finds that the literature is of little value in 
guiding his treatment. One writer advocates a 
high-fat diet, another a low-fat diet. A dispensary 
physician writes that all previous types of medical 
treatment have proved ineffective and that a new 
medicine gives good clinical results. Surgeons who 
have seen a case or two of acute, perforated 
cholecystitis, break into print with the dogmatic 
statement that all cases of acute cholecystitis should 
be subjected to cholecystectomy. One investigator 
becomes enthusiastic over the results obtained by 
“non-surgical drainage of the gallbladder” (did you 
ever have a duodenal tube used upon yourself?). 
Alvarez retorts that magnesium sulphate can just 
as well be given by mouth as by duodenal tube, and 
that the greatest benefit the patient receives is psy- 
chologic. A book is written on the medical treat- 
ment of gallbladder disease; a surgeon snorts that 
there is no medical treatment. 

These facts appear to be true, however: (1) The 
patient with true biliary colic usually receives great 
relief from proper surgery; (2) The patient with 
gallstones should be operated upon if the stones 
are small enough to enter the cystic or common 
ducts (the large “silent” stone has been so fre- 
quently found at autopsy or roentgenologic exam- 
ination, where least expected, that it may be con- 
sidered the end-result of a metabolic upset no longer 
active, and its removal often is without value) ; 
(3) x-ray evidence must not be taken too literally ; 
and (4) the patient who has experienced an acute 
attack of cholecystitis must be carefully watched 
for signs indicating surgical intervention, and 
warned that cholecystectomy must be done before 
another attack occurs. 


Cholecystography, like all other diagnostic meth- 
ods, should not be relied upon exclusively to make 
a diagnosis. When first employed, much significance 
was attached to “deformed” gallbladder shadows 
and to “poorly-filling” or emptying gallbladders. 
By taking subsequent films, we find that the de- 
formity has often disappeared. By giving double 
doses of the dye, we find that a poorly visualized 
gallbladder may be outlined sharply. 

One person in three who has passed the age of 
forty possesses an imperfectly functioning biliary 
system, but the average patient with mild cholecys- 
titis can rarely be persuaded to undergo surgery. 
Neither could I, if my only symptoms were an in- 
tolerance to greasy foods, and belching. To the 
surgeon who feels that cholecystectomy is an ideal 
procedure, I cheerfully prescribe his own operation. 
After experiencing the pain on deep breathing, the 
“gas pains,” the incisional pain, the worry about 
finances, and the chastening thought that he might 
be the victim of a pulmonary embolus, postoperative 
pneumonia, incisional hernia, biliary fistula, ligated 
common duct, or an overlooked common duct stone, 
he is very much more reluctant to advise surgery. 

Amputation of an extremity, once considered the 
most dramatic achievement in surgery, is now re- 
garded as a costly admission of failure of treat- 
ment. When, then, should amputation of the gall- 
bladder (or the thyroid gland, for that matter) be 
claimed as the procedure of choice? Granted that 
it is the only recourse for the hopelessly damaged 
gallbladder, how may we prevent such end-results ? 


Diagnosis of Mild Cholecystitis 

The physician must discard the use of the word 
“indigestion,” unless he wishes to couple it with a 
descriptive adjective, such as “cardiac indigestion,” 
“gallbladder indigestion,” “neoplastic indigestion,” 
“tuberculous indigestion,” et cetera. Such terms 
are grammatically poor but diagnostically excel- 
lent, as they serve to indicate that the physician is 
lonking for the cause. 

Unmistakable, pathognomic symptoms should not 
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be awaited, because they indicate that serious patho- 
logic changes have occurred. If a reasonable clinical 
suspicion exists that a patient is suffering from 
early gallbladder dysfunction, treatment may be in- 
stituted at once. 


Vague indigestion, epigastric distress, and eructa- 
tions of gas or liquid are the cardinal, early symp- 
toms of chronic cholecystitis!. 


Fullness and distension, relieved by belching or 
carminatives2, suggest cholecystitis. It is not uncom- 
mon for a paroxysm to occur just before retiring 
or during the night, with such resultant distress as 
to require the patient to sit erect in bed for hours, 
making forcible efforts to belch. 


“Ulcer” or hunger pain may result from the 
pylorospasm of cholecystitis!. 


Treatment 


1.—Confirm the diagnosis, by roentgen-ray studies 
of the gallbladder. If stones are shown, advise the 
patient that a course of medical treatment will be 
given preparatory to surgical treatment, as stones 
cannot be dissolved. 


2.—Prescribe four Duochol* tablets daily. The 
formula for these tablets is: Bile salts, 2 grains; 
sodium salicylate, 2 grains; cascara sagrada extract, 
4 grain; oleoresin capsicum, 1/40 minim; and oil 
of peppermint, 1/200 minim. This preparation con- 
tains no phenolphthalein or other irritating laxa- 
tives. Bile-salt therapy is being successfully used 
in the University of Minnesota dispensary at the 
present time. 


3.—A low-fat diet has been advocated for years, 
on the empiric ground of the pain produced by fat 
ingestion. The normal stimulus for emptying the 
gallbladder, however, is supplied by a fat-containing 
meal, so that a low-fat diet encourages stasis of 


1.—Friedenwald, J., et al: “Secondary Gastro-Intestinal 
Disorders.” Baltimore: William Wood & Co., 1938. 

. 35-44, 

2.—Cabot, R.: “Physical Diagnosis.” 
Wood & Co., 1938. Pp. 580-582. 


_*Paul Plessner Company, Detroit, furnished the medica- 
tion for these clinical studies. 


Baltimore: Wm. 
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bile. In this series of cases, one group of patients 
was encouraged to eat as much butter, cream, and 
other fatty foods as desired, and another group was 
rigidly restricted in this particular. 


A high-fat diet was proved, clinically and roent- 
genographically, to be of great value in cases of 
mild cholecystitis. Advanced cholecystitis, especially 
if associated with biliary colic, is intensified by such 
a diet and relieved by a low-fat diet. 

Overweight patients, with mild inflammation, 
were permitted to take a stated amount of fat with 
each meal (two tablespoonfuls of cream or three 
squares of butter), in order that weight might be 
lost gradually. It must be remembered that sudden 
loss in weight may result in the precipitation of 
cholesterin in the gallbladder and stone formation. 
Persons of average or underweight were permitted 
to eat fats freely, if the cholecystitis was not ad- 
vanced. All groups were refused fried foods. 


Results of Treatment 

Symptomatic relief followed the medication in 
40 of 45 cases. Gas, belching, and right upper 
quadrant tenderness were relieved almost regularly. 
Roentgenographic evidence of increased visualiza- 
tion was obtained in early cases of mild cholecysti- 
tis. Three (3) patients, who had experienced fre- 
quent, severe biliary colics, report that these have 
become much less frequent. 


It is the surgical belief of today that cholecystitis 
produces progressive hepatitis, if allowed to con- 
tinue, and that surgical intervention should be car- 
ried out early in the course of the disease. Such a 
course is often observed, but overlooks the hun- 
dreds of thousands of people who live and die with 
mild cholecystitis which has never become progres- 
sive. 


Urticaria was strikingly benefited in several pa- 
tients who also suffered from cholecystitis or cho- 
lelithiasis. One such patient, who had suffered from 
recurrent hives over a period of 20 years and 
who had not been relieved by elimination diets, is 
almost entirely free from them while on this re- 
gime. 


LIBERALITY—WITH OUR MONEY 


We have been skillfully guided into our present financial predicament. Some 
“liberals” have been quite frank in reference to their ultimate objective, which 
is confiscation of our property. Norman Thomas wrote: “No Socialist Party 
can renounce under any and all circumstances the right to confiscate.” Earl 
Browder wrote: “After this first step of taking State power has been realized, 
the workers make use of the State power to take possession of the instruments 
of production.” 


The forces that advocate “liberalism,” change of government, distribution 
of wealth, confiscation, and repudiation are undoubtedly aware of the condition 
of the financial structure of our country. It is imperative that the conduct of 
our affairs pass into conservative direction at once. Even then it will take years 
before an approach to normality is possible. The “liberals” have no sympathy, 
and, once given the opportunity, would be as ruthless here as in Russia. In anv 
event we must continue to carry on the cost of government. In the event of civil 
war or invasion, there necessarily would be outright confiscation. 

Just what method of repudiating the national debt may be followed is purely 
speculative. In any event, it would be as effective as was the repudiation of the 
a in the bonds.—Dr. R. J. C. Dorsey, in Congressional Record, March 

5, 1939. 





Pelvie Conditions in Women 
Simulating Appendicitis « 


By 
Howarp W. CuHAmptin, M.D., Chicago, IIl. 


VERY physician who includes women in his 

field of practice must be a gynecologist to a 
certain degree, no matter how strictly he strives 
to limit his work to a line other than gynecology. 
The anatomy, physiology, and psychology peculiar 
to women must always be taken into consideration 
when diagnosing and treating any abnormal condi- 
tion in the female. 

The diagnosis of appendicitis in women is es- 
pecially liable to error on account of adjacent or- 
gans in the pelvis. The peritoneal coverings are 
similar in the pelvic and abdominal cavities, and 
it is probable that the sensation of pain in all 
organs covered by this membrane is due largely 
to its sensory nerve supply. 

The peritoneum is an empty sac into which all 
abdominal and pelvic organs are embedded from 
without, thereby covering or enveloping them com- 
pletely or partially and, in many instances, forming 
a mesentery. Sensory nerve fibers in rich supply, 
of spinal and sympathetic origin, make it a very 
sensitive part of our anatomy. However, this 
sensitivity of the peritoneum exhibits a few pecul- 
iarities. Touching, pinching, or crushing of the 
normal covering causes little pain, while traction 
causes severe discomfort. The parietal peritoneum 
is more sensitive than the visceral. Cellular or 
serous exudates, with attendant inflammation, make 
any part of the peritoneum sensitive to the slightest 
touch. These facts have been noted during opera- 
tions where local anesthetics were used, and may 
aid us in explaining different manifestations of 
disease in the abdominal and pelvic cavities. 

In considering our problem of differentiation of 
disease in the right lower abdomen, let us outline 
first what we have called the cardinal symptoms 
of acute appendicitis. 


Symptoms of Appendicitis 

Pain: Early (before rupture) the pain is col- 
icky in nature, due to the rather violent peristaltic 
waves in the small intestine, and hence is referred 
to the epigastrium or about the navel. It begins 
rather suddenly, increases in severity, and is usu- 
ally intermittent. As the appendiceal infection 
spreads from the mucosa to the serosa, with prob- 
able irritation of the parietal peritoneum, the loca- 
tion of the pain shifts to the lower right quadrant. 
If perforation occurs, this symptom may abate 
for a time. 


Nausea and vomiting: These symptoms begin 
early in the course of the disease and are probably 
caused by a reflex hypersecretion of gastric fluids. 
They usually cease early. 

Tenderness and rigidity are found over the dis- 
eased organ, at McBurney’s point. Their intensity 
varies with the proximity of the appendix to the 
parietal peritoneum. 


Fever is usually of mild degree at first, as the 


"Paper read at the Obstetrics and Gynecology Round 
Table, Ravenswood Hospital, October 1, 1938. 


area of infection is small and absorption is mod- 
erate. 

Leukocytosis is almost invariably present, but 
varies greatly in degree. 

It is well known, of course, that not all cases 
of acute appendicitis exhibit these signs in their 
entirety, but the times are rare when other ab- 
dominal or pelvic diseases present such a precise 
and orderly syndrome. When pain occurs in the 
right lower quadrant we must think first of ap- 
pendicitis, but when other cardinal signs are vague 
or lacking, further study must be made to arrive 
at a correct diagnosis. 

True appendicitis may occur when the appendix 
lies in the pelvis or on the left side. When the 
appendix is retrocecal or higher in the abdomen 
there may be some variation in the character as 
well as the location of the signs, but the standard 
symptoms still hold to an extent that will aid us 
in arriving at accurate conclusions. 


Pelvic Conditions Simulating Appendicitis 

Salpingitis: As the cause of this disease is most 
often a neisserian infection, our diagnosis must 
rest on our ability to elicit a history of such 
infection and discover signs and symptoms in the 
lower genital tract. The human trait of “not telling 
all,” and the fact that vaginal signs may have 
largely disappeared before inflammation of the tubes 
occurs, make for difficulty in diagnosis. Again, 
these lower-tract signs and symptoms, such as 
a discharge and uterine disturbance, may have 
been very mild or totally lacking. 

If the history and signs in this region are mea- 
ger, we must fall back on findings in the pelvis. 
The chief symptom is acute pain and the point 
of maximum tenderness on the abdomen is low 
in the groin, with little or no rigidity. Nausea 
and vomiting are not usually evident. The temp- 
erature and blood picture will not help much. 
Both tubes are frequently involved. 

Bimanual examination (rectal, if desired) gives 
the greatest amount of information. Pelvic tender- 
ness is always present to the examining finger. 
The uterus is often pulled backward, and elevation 
of the cervix will cause discomfort. Most cases 
will show a definite mass in the adnexa. Salping- 
itis rarely causes general peritonitis, although a 
large abscess may be formed in the pelvis. 

Staphylococcus infection of the tubes, post-puer- 
peral or from instrumentation of the uterus, should 
offer no difficulty, if a true history is obtained 
and a pelvic examination is made. 

In some cases, salpingitis may be caused by 
appendicitis, the right tube becoming involved sec- 
ondarily by the infection of the contiguous ap- 
pendix. An appendiceal abscess may include the 
right adnexa within its limits. Curtis believes 
that many cases of pelvic adhesions and retro- 
versions, found at operation in older women, are 
due to undiagnosed ruptured appendix earlier in life. 


Extra-uterine pregnancy: This pelvic condition 
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is a source of many errors in diagnosis. In the 
history we should note any delayed or missed 
menstrual period. The patient may tell us of 
previous adnexal disease, which may have injured 
the lining of the tube or caused a kinking from 
adhesions. She may have believed herself preg- 
nant on account of subjective signs such as nausea, 
tender breasts, etc. 


The onset is ushered in by a sudden severe pain 
in the right lower quadrant, if that side is involved ; 
perhaps by a fainting spell, pallor, and a weak 
pulse. There will be no elevation of the tempera- 
ture until late in the condition. The heart rate 
will not pve increased unless hemorrhage occurs. 
Loss of blood from the vascular system will cause 
air hunger. The patient lies pale, quiet, and apath- 
etic. There may be intermissions in the severity 
of the pain. The vagina may show signs of preg- 
nancy—blueness of the tissues, etc. There is usually 
a scanty bleeding from the cervix, perhaps with 
the discharge of shreds. A large, sausage-shaped, 
tender tube may be outlined or, if rupture has 
occurred, blood clots may be felt in the cul-de-sac. 
Ectopic pregnancy is usually unilateral. There is 
not much digestive disturbance. If present, ab- 
dominal tenderness and rigidity are low and not 
marked. 

Laboratory tests, if time permits them, will be of 
value. After hemorrhage, the icteric index will 
be increased, because of absorption. The red cells 
and hemoglobin will vary with the amount of 
hemorrhage. The leukocytes will increase, if bleed- 
ing continues. A sedimentation test may aid. An 
Aschheim-Zondek test may be done. 


The main points differentiating ectopic preg- 
nancy from appendicitis then are: 


1—Pain of a different character. 

2.—Less digestive disturbance. 

3.—Less abdominal tenderness and rigidity and, 
if present, lower down. 

4.—Fever later in the condition. 

5.—A different blood picture. 

6.—The pelvic findings of an adnexal tumor. 


Ovarian disease: An ovarian cyst with a twisted 
pedicle may simulate appendicitis closely. Previous 
knowledge of an abdominal tumor, on the part of 
the physician, will aid in the diagnosis. Twisting 
of the pedicle of an ovarian cyst produces con- 
tinuous pain, coming on suddenly and gradually in- 
creasing in severity. Tenderness, if any, is low; and 
if the cyst is large, a rounded mass may be palpat- 
ed abdominally. Epigastric distress is common, 
but not as an initial symptom. Reflex vomiting and 
rapid pulse occur, but there is no fever of moment. 
Leukocytosis should not appear. A bimanual exam- 
ination should outline a smooth, rounded, movable 
mass. 

Other ovarian tumors with twisted pedicles may 
give rise to similar symptoms. Dermoid tumors 
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of the ovary may suppurate, producing confused 
findings. 

A ruptured corpus luteum, with bleeding from 
the edge of the cyst wall, occurs occasionally. The 
cul-de-sac may fill with blood. There is pain, 
usually dull and aching in character, but no other 
symptom of serious moment. However, many 
such cases have been operated upon with a diag- 
nosis of appendicitis or ectopic pregnancy. 

A pedunculated fibroid of the uterus, lying in 
the right lower abdomen, may cause pain from 
twisting or pressure, but careful examination, both 
abdominal and vaginal, should reveal its nature. 

Diverticulitis of the sigmoid with rupture and 
peritonitis must be considered in the diagnosis of 
pelvic disease. 

A stone or stricture in the lower portion of the 
ureter will cause sudden and colicky pain in the 
lower abdomen. Frequently it is accompanied by 
fever, vomiting and some tenderness, but rigidity 
will be absent. Inflammation of the appendix may 
occur coincidentally. The history, the urine and 
x-ray examinations, the absence of rigidity, and 
the presence of pain extending upward toward the 
kidney should solve the problem. 

In enumerating the symptoms and signs of these 
various conditions occurring in the female pelvis 
and more or less simulating appendicitis, the words 
“usually,” “frequently,” “often,” “perhaps,” “may,” 
etc. have been used very frequently. This fact 
shows that a definite “sure fire” diagnosis in 
these conditions is not easy. Too few symptoms 
and signs are “standard.” The contiguity of the 
organs, the fact that they are covered by the 
same peritoneum, and the further fact that we 
are often dealing with a neurotic woman, contrib- 
ute to our trouble in arriving at positive conclu- 
sions. While in some conditions an error in diag- 
nosis is a serious matter, in many of those cited 
surgery is always required. In such a case, the 
correct diagnosis is of only academic interest. 
3arring ureteral disease, an exploratory laparotomy 
at once may be wise in any case with symptoms 
and signs of sufficient seriousness. 

This brings up the type of incision. I believe, 
with Dr. de Tarnowsky, that, in a frank case of 
appendicitis, with or without abscess formation, a 
lateral McBurney incision is the best. When pelvic 
disease is found, extensions can be made. When 
pelvic disease is probable and appendiceal abscess 
unlikely, a midline opening is desirable. A _ cul- 
de-sac abscess is better approached through the 
vagina. 

In summary, the differentiation between appendi 
citis and disease in the right female pelvis is very 
difficult. The localization of the point of maximum 
pain and tenderness is our most valuable sign, and 
a bimanual examination is our most informative 
procedure. A comparison of the history, sequence 
of symptoms, and laboratory findings with those 
in acute appendicitis will aid greatly. 
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BIRTH CONTROL FOR ALL 
The remedy for this situation wherein we are “reproducing from the bot- 
tom” is not less birth control, but further extension of the knowledge and 
practice among the less desirable elements of society—C. W. Setiers, M.D., 


in “The Decline of Wits.” 





Vaginal Tampons for Menstrual 
Absorption 


Harry S. SACKREN 


HE subject of menstrual sanitary protection 

has received scant attention from the medical 
profession. Although vaginal tampons are being 
used more extensively each year, almost no scien- 
tific information concerning the relative value of 
external and internal absorbents is available. 

During the last few months of 1936, and sub- 
sequently, several patients called my attention to 
the foothold which was being gained by internal 
absorbents in the field of menstrual protection. A 
study of the literature at that time revealed prac- 
tically nothing on this subject, and physicians I 
consulted had no factual information. 

In this connection, several questions came to 
mind. Do internal absorbents provide acequate 
protection? Are they irritating? Do they block 
the flow? Do they cause any changes in the vag- 
inal or cervical tissues? Are they comfortable to 
use? What is the likelihood of their carrying in- 
fection into the vaginal canal? Do they have any 
effect on odor? Do they possess any psychologic 
advantages ? 

These questions led me to plan and carry out 
some clinical work, which is here recorded. 


Plan of Study 


Twenty-one (21) subjects were selected, includ- 
ing housewives, teachers, office workers, and do- 
mestics, whose ages varied between 19 and 38 
years. Married and unmarried, parous and non- 
parous women were represented in this group. 
These cases were studied for a period of from 3 
to 5 months. (One case did not come back after 
the first month.) 

It was decided that, in order to determine whether 
the internal form of menstrual protection proved 
irritating to the vaginal and cervical tissues, it 
would be desirable to examine the women just 
prior to and after the catamenial period. Conse- 
quently each patient was given a pre-use gyneco- 
logic examination and a careful notation was made 
of the condition of the entire area. Patients were 
then instructed in the use of the menstrual absorb- 
ent selected* and advised to report back for a post- 
menstrual gynecologic examination at the end of 
the menstrual period. All were asked to record 
their observations, which are summarized later in 
this article. Pre- and post-menstrual gynecologic 
examinations were made at each menstrual period. 

The selection of the tampon was based on the 
fact that it was the one most frequently inquired 
about by patients. Since advertising of this ar- 
ticle had appeared in the Journal of the American 
Medical Association, the natural assumption was 


*Note: The tampon used is made of surgical absorbent 
cotton, compressed into a cylinder approximately ™%x17« 
inches. This is inserted into one end of a paper tube 
a little over ™% inch in diameter and 2% inches long. Into 
the other end of the tube is inserted another tube, suf- 
ficiently smaller so that it just slides inside. to act as a 
plunger for expelling the cotton tampon after insertion 
within the vagina. This tube is 3 inches long 
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that it had been investigated by that Association 
and found to be an acceptable menstrual absorbent. 

This tampon, made from a strip of cotton ap- 
proximately 2 x 4 inches in size, is stitched from 
end to end, across the fibers, to prevent disintegra- 
tion, and then compressed into cylinders. Each is 
provided with a “one-time-use” applicator for easy 
insertion, and a cord for removal. The average 
weight of these tampons is 3 Gm. and, when placed 
in oxalated beef blood, the tampon absorbs an aver- 
age of 31 cc. of fluid. 


The results of these tests are shown in the ac- 
companying table. 

Although the number of cases is not great 
the results are entirely favorable they would seem 
to furnish reasonable answers to the questions 
raised by the problem of internal absorption. Their 
particular importance lies in the fact that observa- 
tions were made over a 3 to 5 months’ period, dur- 
ing which time any untoward reactions produced 
by this form of protection should logically be ex- 
pected to assert themselves. From a practical, clin- 
ical point of view, it is obvious that it is decidedly 
difficult to persuade healthy women to return for 
pre- and post-menstrual vaginal examinations for 
several consecutive months. 


, since 


Summary of Results 

Protection: Eighteen (90 percent) had complete 
protection; i.e., the tampons were completely effi- 
cient in this regard. 

Complete protection was afforded in 68 (94 per- 
cent) of the 72 periods reported. 

Two (10 percent) had incomplete protection ; i.e., 
an additional external pad was required during the 
period of maximum flow. 

All had complete protection during the last 48 
hours of their flow. 

In this connection it should be stated that tests 
recently conducted by the Department of Internal 
Medicine! 2 at the State University of Iowa, on 
100 women, showed that the normal menstrual flow 
ranges from 6.55 cc. to 178.69 cc., the average fig- 
ure being 50.55 ce. 

Fifty percent of these 100 women lost from 2: 
to 68.43 cc. As stated previously, each tampon 
was found to absorb 31 cc. of oxalated beef blood. 
Consequently, in a package of ten tampons, there 
is a total absorptive capacity of over 300 cc. Since 
the maximum flow recorded is 178.69 cc. : 
package of tampons should be capable of furnish 
ing complete protection for an entire period, if they 
are inserted at proper intervals. 

Irritation: Although this theoretical possibility 
has been recently raised by others,!2 no noticeable 
irritation was found in any case. This was really 
not surprising, in view of the fact that the gland 
less vaginal canal is composed of thick, stratified, 
squamous epithelium,’. 4 which exhibits amazingly 
low susceptibility to irritation. Indeed, 
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writers®;® have commented on the rareness of 
Vaginitis, in spite of the heavy trauma to which 
this epithelium may normally be subjected. 

In this connection, internal protection would 
seem to be less irritating than external pads, since 
the vulva, with its multiple hair follicles, and se- 
baceous and sweat glands, is, with the latter, sub- 
ject to irritation from decomposed blood elements, 
friction, and pad deodorants.*: 4, 8 

Two (2) of the women were allergic individuals, 
but showed no reaction to cotton; but 2 others 
did complain of occasional discomfort, and even 
pain, during their first attempts to insert the tam- 
pon. This, however, was readi'- eliminated after 
a little experience. None of these showed any 
noticeable evidence of trauma. 


Capillary Action: Since no congestion, irritation, 
discomfort, or pain were reported by the users, and 
since these conditions would have followed any 
blocking of the flow, it is concluded that the capil- 
larity of the tampon readily carried the discharge 
away from the cervix. 

Infection: No evidence was observed of any in- 
fection carried by the tampons. This is under- 
standable in view of the fact that their contact was 
confined to the glandless vaginal epithelium, which 
possesses its own efficient mechanism for self-dis- 
infection.9, 10, 11 

Gynecologists are particularly familiar with the 
fact that the anus, because it probably harbors more 
organisms than any other part of the body,!! is a 
common source of vaginal infection. Therefore, ex- 
ternal protection during menstruation, it would 
seem, would serve to increase the likelihood of 
infection from this source, whereas vaginal tam- 
pons would obviate this possibility. 

Odor: Some patients noticed that the tampons 
eliminated odor. This is not purely a medical 
problem, but nevertheless it is an important con- 
sideration from an esthetic and psychologic point 
of view. 

Internal protection abolished the often objection- 
able odor by absorbing the flow before it was ex- 
posed to the outside air and could decompose. 
Menstrual blood, taken directly from the interior 
of the uterus, is without odor. 

Subjective Reaction: All patients were favorably 
impressed after using the tampons. Some said that 
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they eliminated the chafing and itching caused by 
the usual external pads. Some said they eliminated 
a “wet feeling” or “unpleasant odor.” Others pre- 
ferred them because they could indulge in sports 
with greater freedom. 

Several experienced fear at the outset (fear of 
staining through the garments; fear of inability to 
introduce the tampons without resulting injury). 
Actual trial brought reassurance. Most of the 
women decided not to return to external pads. 
Others stated they would return, for financial rea- 
sons. Many were pleased with the idea of com- 
plete freedom from pads, pins, and belts. A few 
mentioned the comfort of urinating and defecating 
without the nuisance of removal of the protection. 


Conclusions 


In the 21 cases studied for a period of from 3 
to 5 months (one case for one month only), I ob- 
served that the tampons used: 

1.—Offered complete protection to 90 percent of 
the women under test, and in 94 percent of the 
menstrual periods studied. In all cases, it provided 
complete protection in the last 48 hours; 

2.—Showed no tendency to block the flow; 

3.—Produced no observable changes in the vagi- 
nal or cervical tissues (that is, no irritation) ; 
4.—Caused no infections ; 

5.—Were easy and comfortable to use and elim- 
inated odor; 

6.—Were favorably regarded by the patients. 

A larger number of cases would offer more con- 
vincing proof, and more reports are needed on this 
subject to determine the relative merits of internal 
and external absorbents. However, no unfavorable 
condition was noted in this study, and I definitely 
feel that the internal tampon may well play an 
important part in the field of menstrual protection. 
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Treatment of Deafness and Contiguous 
Nerve Disorders with Prostigmin 


By 


T. Carroty Davis, P.D., M.D., F.A.C.S., and Joun C. RomMet, M.D., 
Philadelphia, Pa. 


Pees our original paper*, we here give 
a briefer account, a summary of the cases men- 
tioned in the first paper, and several case reports 
demonstrating the course of the treatment. 


In the autumn of 1936 we began using Prostig- 
min hypodermically in treating deafness. It im- 
proved the hearing remarkably in some patients. 
A few of the old, chronic cases recovered reason- 
ably good hearing after a few injections; other 
similar cases required much more treatment. Early, 
beginning cases generally recovered after four or 
five injections. These brief statements suggest 
that Prostigmin is a remarkable remedy for deaf- 
ness. Way stations on the road to the cure of 
deafness were also cleared, such as tinnitus auri- 
um and vertigo. 

Still more improvement followed our Prostig- 
min treatment of deafness. Neuralgia, migraine, 
and trigeminal neuralgia were relieved. This is 
especially remarkable in regard to trigeminal 
cases, some of which had been treated by capa- 
ble neurologists, without much success. 

We first used a 1:4000 solution of Prostigmin 
methyl sulphate, but later increased the strength 
to 1:2000, which we now inject in all cases. 

We tried Prostigmin bromide tablets, by mouth, 
at first, in severe cases, but alone they did not 
seem to help. However, by persistent use of the 
tablets, we believe that they are a valuable addition 
to the injections. We now give the tablets 3 times 
a day, by mouth, and the 1:2000 solution hypo- 
dermically, two or three times a week. Children 
must be treated according to age. 

One of us (T. C. D.) has studied 28 cases of 
acute eustachian tube blocking with tinnitus aurium, 
accompanied by marked deafness in most of these 
cases. Few of these have required more than 5 
doses of Prostigmin, even when the condition has 
lasted a month. He accompanied the Prostigmin 
with catheterization of the eustachian tube and 
massage, feeling that it is expecting too much to 
depend entirely on this drug, although he has, with 
the consent of the patient, used it on two cases 
of one week’s standing, without other treatment. 
One of these two cases lost all head noise after 


*Arch. Otolaryng., May, 1939, p. 751. 


three doses, and the other after four. Two patients 
of this series had recurrences within three or four 
weeks, but both were relieved by one treatment. 
They were all given 1 cc. doses of a 1:2000 solu- 
tion, at intervals of every third to every fifth day. 

We studied 33 chronic cases of deafness with tin- 
nitus aurium, 24 of which are here summarized 
statistically. Of these 24 cases, good recovery of 
hearing was obtained in 7; satisfactory improve- 
ment of hearing in 6; slight improvement in 9. 
Two (2) patients were hyperthyroid, reacted badly 
to the Prostigmin injected, and the treatment had 
to be discontinued. Vertigo was relieved in 1 case. 
Tinnitus was relieved in 4 cases; improved in 4; 
not helped in 3. One case of trigeminal neuralgia 
was relieved by Prostigmin injections. 

So that our readers may understand our method 
of treatment we present the following case reports : 


Case Reports 


Case 1—Mr. W. L. R., age 51, had had head 
noises for three years and attacks of vertigo for a 
year. A’ week previously his right ear was dis- 
charging, but was dry when we saw him. He had 
subacute rhinitis. He has an artificial leg, and 
such marked vertigo that he could hardly keep on 
his feet at times. 

On May 18, 1937, Dr. Davis began ear and sinus 
treatments, along with an injection of 1 cc. of 
Prostigmin once a week. On June 21 the patient 
was very much improved, and felt that his ears 
were “beginning to open”; June 30, his ears were 
“lighter” and he had no dizziness; July 6, he felt 
that the ears “will soon open, as they are clearer.” 
but experienced slight dizziness at times; July 19, 
ears clearing, so that he heard a watch tick close 
to the right ear. We began giving three doses of 
Prostigmin a week at this time. 

On August 9 his ears felt very clear after treat- 
ment, and he was given enough Prostigmin for two 
treatments a week while he was on a vacation. 
On September 9 he was doing well until he caught 
a head cold, which increased his symptoms. He 
returned September 27, and was given 3 doses of 
Prostigmin a week, with massage and eustachian 
tube inflation every week or two, as he was able 
to report for treatment. On December 13, his 
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hearing was 20/20 left, and about 10/20 right; he 
still had slight buzzing, in the left ear only; but 
has had no dizziness since September. 


Case 2—Mr. W. H., age 32 years, for about 
a year and a half had suffered with a left trifacial 
neuralgia, with glossalgia. We had roentgenograms 
made, to eliminate any hidden cause, but they 
were negative for the teeth and sinuses. 

On December 6, we gave him a 1 cc. dose of 
Prostigmin 1:2000, and similar doses on December 
8, 10, 13, 15, 17, 20, 23, and 31. After the second 
dose, the pain, which had annoyed him almost con- 
stantly in his waking hours, became intermittent. 
After the fourth dose it came on in 3 or 4 hours 
and lasted about 3 hours. From that time on, the 
pain began 3 or 4 hours after a dose was given, 
lasted only from 3 to 6 hours, and would recur only 
after another dose. That is why the interval was 
longer between the last two doses. After the last 
one, on December 31, he was told to return when 
pain recurred. 

On January 3 he had a slight pain, lasting about 
one-half hour, and has had none since. Every few 
days has had a feeling of heaviness in the side of 
the tongue, which makes him fearful, but it lasts 
only % to % hour and has not caused a return of 
neuralgia. He reported, at our request, on January 
24, 1938, saying he intended to wait until the end 
of the month and promising to notify us should 
the pain recur. On February 10 we had no report 
of recurrence. 


Case 3—Mr. H. S., age 48, foreman in a ma- 
chine shop, was extremely hard-of-hearing and had 
been so for many years. 

He was given his first injection of Prostigmin 
on March 29, 1937; his second injection on April 2; 
and his third on April 20. He was then given 
Prostigmin bromide tablets, to be taken one thrice 
daily. He did not return until May 17, when he 
said that he had awakened early that morning and 
heard his alarm clock ticking—the first time he had 
heard a clock tick for more than 15 years. He was 
given his fourth injection, and did not return for 
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further treatment until November 9, 1938, when he 
consulted Dr. Rommel for an eye examination and 
new lenses. His improvement remained. He was 
given another injection of Prostigmin at that time. 

Case 4—Miss L. P., aged 79, had been hard- 
of-hearing since childhood and wore a hearing aid 
(Sonotone), applied to the bone behind the left 
auricle, so that she heard by bone conduction. Even 
when she was wearing this apparatus, one had to 
speak very loudly to permit her to hear. 

She was given an injection of Prostigmin once 
a week, and Prostigmin tablets once daily. After 
the fourth treatment she discarded the Sonotone 
and now hears ordinary conversation. She is highly 
delighted! She had a clock on her wall that she 
could not hear strike before treatment began. After 
the fourth injection she could hear it tick. One of 
her friends said: “This is a miracle.” She was 
given a total of 8 injections, and received no local 
treatment to her nose or ears. The hearing remains 
good after 20 months. 

Most of the cases are catarrhal deafness, and 
must be treated accordingly. Hypertrophied tur 
binates are reduced; sinuses are drained; Proetz 
treatments are given to the sinuses; eustachian 
tubes are opened and inflated by the Politzer bag; 
etc. In some cases it will be better to treat the 
nasal conditions awhile before giving the Prostig- 
min injections. Always examine the ears and 
auditory canals for cerumen and other conditions. 

The essentials of the treatment are as follows: 

1.—Treat the local causes—ears, nose, eustachian 
tubes. 

2.—Inject 1:2000 Prostigmin methyl sulphate, 15 
minims (1 cc.), two or three times a week, or at 
least once a week. 

3.—Prescribe Prostigmin bromide tablets, one 
three times a day, by mouth. 

4—Attend to the general health. Eyes, teeth, 
abdomen, nerves, and other organs can be part of 
the picture and need proper treatment. Coopera- 
tion by attending physicians is advisable. 

T. C. D.: 3128 N. Broad St. 

J. C. R.: 3701 N. Broad St. 


RELAX! 


If you never wholly give yourself up to the chair you sit in, but always 
keep the leg- and body-muscles half contracted for arise; tf you breathe eighteen 
or nineteen instead of sixteen times a minute, and never quite breathe out at 
that, what mental mood can you be in but one of inner panting and ex- 


pectancy, and how can the future and its worries possibly forsake your mind ?— 
WILLIAM JAMEs. 


= 
REMEMBRANCE 


A true man should cherish remembrance if anywhere he reap a joy. ‘Tts 
kindness that still begets a kindness. But whosoever suffers the memory of 
benefits to slip from him, that man can no more rank as noble.—SopHoc es. 

oS 


POISONOUS EMOTIONS 


Worry, anxiety and bitterness are the worst poisons; and the contrary 
states of consciousness are the most potent remedies. 

Every adverse, discouraging or painful thought or emotion, even unex- 
pressed, of other beings, especially those around us, acts upon our soul and 
body.—LETTER OF A MASTER. 

oS 
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Radio Therapy versus Radio 
Broadeasting 


Tue matter of interference of reception of com- 
mercial radio programs by irregular waves emit- 
ted by radiotherapeutic apparatus has evidently 
grown to such proportions as to raise the ques- 
tion: which should be suppressed? 

With an estimated number of 40,000 radio fre- 
quency apparatus for treatment (to which an al- 
most equal number of spark-gap high-frequency 
apparatus can be added), most of which were so 
heavily powered as to be even more powerful than 
the commercial broadcasting stations, the rivalry 
has become acute. 

It stands to reason that commercial broadcasting 
will not be suppressed, and certainly much can be 
said against suppressing electrotherapeutic ap- 
paratus. 

To discuss the matter and try to solve the ques- 
tion, a meeting was called at Columbia University, 
January 30, 1939, by Mr. Howard A. Carter, the 
secretary of the Council on Physical Therapy of 
the A.M.A. 

At this meeting were Dr. F. H. Krusen, repre- 
senting the medical profession; Dr. M. T. Mc- 
Eachern, representing the hospitals; Dr. A. V. 
Desjardins, representing the roentgenologists; and 
Mr. A. W. Mathis, representing the manufacturers 
of electromedical apparatus. 

Their remarks, as well as an editorial upon the 
subject by Dr. D. Kobak, appeared in the May 
number of the Archives of Physical Therapy, X- 
Ray, Radium. 

The Federal Communications Commission put 
forth the suggestion that radiotherapeutic apparatus 
be given a waveband, as is done for broadcasting 
stations, or that treatment rooms, apparatus, and 
patient be properly screened by a wire-mesh cage. 
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Against these suggestions the opponents played 
up the paramount importance of life-saving and 
health-restoring measures over amusement pro- 
grams. 

The plain facts in the case seem to have been 
overlooked or ignored by those presenting the 
medical side of the argument. The tremolo stop 
was pulled wide open. Each interference was sup- 
posed to represent a life being saved or the return 
of a disabled patient to health. 

The actual facts are these: The use of spark- 
gap apparatus is obsolescent. The use of radio- 
therapy for fever treatments is rapidly disap- 
pearing, as there are better nonelectrical ways of 
producing artificial high temperatures which are, 
incidentally, safer. 

The use of the acusector, electrocoagulation, and 
electrodesiccation is confined mostly to hospitals 
and to the offices of a few specialists, where screen- 
ing can be adequately installed without great hard- 
ship. 

There remains the employment of local heating 
of limbs or the various viscera, as performed in 
physicians’ offices. It is a very moot question 
whether the need for heat is paramount or whether 
the frequency is not, itself, the pharmacodynamic 
agent, since both increase active hyperemia and 
speed up chemical reactions. In the latter case, 
there are apparatus which do not produce any in- 
terference with radio broadcasting and which have 
all the life-saving and health-restoring properties 
so emotionally stressed by the speakers at the 


conference, but these speakers seem to be so “sold” 
on the subject of heat that they will not even make 


some experiments, “on the quiet,” to investigate 


the possibility of specific wavelength effects. 
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However, the whole difficulty seems to have been 
solved by an outsider. Armstrong’s static-free 
generator, using a new principle of frequency 
modulation, will scrap all the present commercial 
stations and radio receivers in the world. 

The physicians have had a bad half hour in the 
anxious pew, but they may sit back and watch their 
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rivals suffer the pangs of reorganization, while at 
the same time saving money by purchasing non- 
thermal vario-frequency radiotherapeutic apparatus, 
with which they may save lives and heal the sick, 
unmolested by the Federal Communications Com- 
mission. 


P. 2. 
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Short-Wave 


ee diathermy is the most efficient 
method of applying deep heat to the human 
tissues. Our staff at Northwestern University 
Medical School has made mere than 300 measure- 
ments of the temperatures produced by various 
methods of heating of the human thigh and ani- 
mals. The temperature rise in the quadriceps 
muscle, two inches below the skin surface, was 
0.25° F. with a hot water bottle; 2.25° F. with 
long-wave or conventional diathermy; and 7° F. 
with short-wave diathermy, using a correct technic 
and an efficient machine. 

The most efficient and convenient method is by 
the cable and coil technic of the electromagnetic 
induction method. 

Therapeutic Indications 

Short-wave diathermy is an important adjunct 
in the treatment of many conditions, but in no 
condition does it, alone, act as a curative measure. 

Sprains and dislocations: Fixation by a re- 
movable plaster splint and daily application of heat 
and massage are to be preferred to strapping with 
adhesive plaster, which does not permit recourse 
to physical therapy. External heat is applied for 
20 minutes, at least once daily, with an electric 
lamp “baker.” Short-wave medical diathermy is 
given to the joint at half strength for ten min- 
utes, as a first treatment. If hemorrhage or edema 
increases, treatments should be discontinued tem- 
porarily. 

Bursitis: A first attack of acute subacromial bur- 
sitis can usually be relieved by physical therapy 
in about two weeks. A soft, triangular pad is 
placed in the axilla and the arm fixed to the side 
by bandages. Infrared rays, from a lamp bulb or 
“baker,” are given for 30 minutes at least twice 
daily, with the arm in abduction, if possible. Short- 
wave diathermy is applied for 20 minutes once 
daily. As the pain diminishes, careful massage 
and relaxed motion should be given. 

Olecranon bursitis: In the acute stage, the el- 
bow should be immobilized in extension. Contin- 
uous moist heat or infrared radiation for 30 min- 
ute periods at least twice daily, and short-wave 
diathermy for 20 minutes daily, should be applied. 

Tennis elbow or radio-humeral bursitis: A light 
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Diathermy * 


cock-up splint is applied, to keep the wrist in ex- 
tension and thus place the extensor muscles at 
rest. Short-wave diathermy is applied once daily 
for 20 minutes, followed by radiant heat for the 
same period. Prepatellar bursitis is treated on the 
same principles. In both, an electric radiant heater 
should be used at home twice daily for at least 
30 minutes. 

Tenosynovitis: Traumatic tenosynovitis may 
be the result of a single strain or contusion, but is 
usually due to the repeated performance of an un- 
familiar motion or continuous pressure or strain. 
The latter form is usually seen in the tendo achillis, 
from pressure by shoes or the strain from lower- 
ing a high heel. 

The tendons most commonly affected are those 
of the wrist, the long head of the biceps, and the 
Achilles tendon. The treatment is to immobilize 
the joints whose motion causes pain in the ten- 
dons. The splint is removed to apply short-wave 
diathermy for 20 minutes once daily, followed by 
radiant heat in the office and at home. Heat and 
underwater exercise (whirlpool bath) may be nec- 
essary to prevent adhesions. 

Rheumatic or gouty tenosynovitis: The treat- 
ment is similar to that of traumatic tenosynovitis. 
In the acute stage, diathermy must be used with 
caution, as it may aggravate the symptoms. The 
first treatment should be for ten minutes, at half 
the skin tolerance, and increased later if it re- 
lieves, or discontinued if it aggravates the pain. 
Treatment of the general condition is most im- 
portant. 

Myositis: Acute myositis (myalgia) is an inflam- 
mation of the muscles, characterized by pain on 
motion, spasm, and tenderness on pressure. Lum- 
bago, pleurodynia, and torticollis are descriptive 
terms which are used to indicate the region in- 
volved. Local treatment consists of rest and the 
application of heat. In acute myositis, a hot fo- 
mentation compress is an excellent method of ap- 
plying heat. Continuous, moist heat is usually 
more effective than diathermy. 

Chronic myositis (fibrositis): In this condition 
there is decreased circulation, as is seen in the 
acute form, and also a tendency to fibrosis, with 
formation of nodes or areas of induration. Dia- 
thermy is used once daily for 20 minutes, and the 
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electric lamp “baker” for 30 minutes twice daily. 
Massage and manipulation are useful. 

Chronic arthritis: When diathermy is used in 
the treatment of chronic arthritis, it should be sup- 
plemented by some other form of heat two or three 
times a day, in the patient’s room or home. Dia- 
thermy should be used for a short period, at low 
intensity for the first few treatments, as it may 
aggravate the local symptoms. 


Bronchitis: A chest compress relieves pain, 
reduces the viscosity of the bronchial secretions, 
and relieves coughing. If the patient is in the 
hospital, diathermy is more effective and easier to 
apply. It is given from two to four times daily, 
for from 20 to 60 minutes, and of such intensity 
that the patient feels a comfortable heating of the 
skin. 

Pneumonia: Symptomatic relief of thoracic pain 
is accomplished by diathermy treatments, although 
there seems to be also a specific effect. The relief 
of pain results in increased respiratory excursions 
and decreased cyanosis. 

Neuritis: Short-wave diathermy, as applied for 
myositis, is used. Warm, moist dressings or the 
electric lamp “baker” may also be used. 

Sinusitis: In acute sinusitis, infrared radiation is 
a valuable adjunct to other treatment. The lamp 
is adjusted to such a position that the patient re- 
ceives the degree of heat which the skin will tol- 
erate, for prolonged periods. 

Pelvic inflammatory disease: No electrode should 
be introduced into the vagina during the acute 
stage. Short-wave diathermy is readily applied 
without trauma. 


Joun S. Courter, M.D. 
Chicago, II. 


(Immobilization of a painful joint or muscle re- 
lieves pain but encourages adhesion formation and 
restriction of motion. Since European clinicians 
started us on the use of local anesthetic injection, 
we find that the patient can return to work at once 
or in a very short time, and that sequelae are rarer. 
By injecting Novocain (procaine) or Nupercaine 
and applying an elastic bandage, the patient is able 
to walk at once and experiences much less of the 
subsequent weakness following a sprain—R. L. G.) 


Uterosalpingography with Skiodan- 
Acacia 


Tue use of iodized oils in the diagnosis of uterine 
and tubal disease has not been entirely satisfactory, 
as salpingitis, jaundice, chills, fever, pelvic ab- 
scesses, and encapsulation of the injected oil may 
occasionally occur. Skiodan, a drug so safe that 
it may be injected intravenously for visualization 
of the urinary tract, when mixed with acacia 
(Winthrop Chemical Company), produces practi- 
cally no irritation when injected into the uterine 
cavity and tubes. 

_ These rules must be adhered to: (1) All prelim- 
inary gynecologic studies should be completed be- 
fore uterosalpingography is attempted; (2) the 
procedure should be carried out one week after the 
period; and (3) the procedure should not be car- 
ried out in the presence of acute or subacute infec- 
tion of the genital tract (or even a strong sus- 
picion of it); a bloody or purulent cervical dis- 
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charge; or elevated temperature, due to any cause. 

When the roentgenograms are studied, it must 
be remembered that the lumen of the tube does 
not become distended if the outer end is open, for 
this permits leakage of the opaque medium into the 
peritoneal cavity. If the tubes are closed, the so- 
lution fills the uterotubal cavity proximal to the 
point of block and usually gives a clear-cut, rounded 
outline. Abnormalities in the uterine cavity are 
marked by differences from the normal triangular- 
shaped uterine cavity—A. M. HELLMAN, M.D., in 
A. J. Obst. & Gyn., Jan., 1939. 

= 


Localizing Short Waves 


T we short-wave current can be localized to one 
point by placing the hand in the plane of one of 
the condenser plates, with one finger crooked at 
right angle, so that all the lines of force go down 
the finger in contact with the furuncle or other 
lesion to be treated. It is necessary to press firmly, 
as a spark is generated if contact is not good. Local 
heat is created quickly and it is necessary to remove 
the finger, replacing it three or four times. With 
this technic, the furuncle will soon disappear. 

I developed an infection of the lacrimal duct. I 
placed one electrode ten inches behind my head, 
with the other about three inches in front of it. 
I then put my hand parallel to the electrode, in 
the field between it and my face, crooking one 
finger at a right angle. In that way, my hand 
was collecting all the electrical forces from the 
field and concentrating them on my finger. I placed 
the finger on the lacrimal duct, and in less than 
ten seconds it became so hot that I had to remove 
it. I did this five times, and the next morning. the 
entire infection was gone—NorMAN E. Titus, 
M.D., in Arch. Phys. Ther., July, 1939. 

=) 


Fever Treatment for Gonorrhea 


I wsteap of administering a number of fever treat- 
ments for five or six hours, we now give one long 
treatment for ten hours, after a preliminary test 
treatment, to determine the patient’s response to 
heat. 

Seventy-five (75) percent of patients subjected 
to the long treatment are cured. It is a source of 
relief to all patients to realize that they have more 
than a three-to-one chance to have their entire 
treatment completed in one period. — FRANK 
Krusen, M.D., in Arch. Phys. Ther., Feb., 1939. 

= 


Arthritis Caused by Cervicitis* 


Arrer eighteen years of study, I feel that cervic- 
itis is a very common, if not the commonest, ante- 
cedent condition to arthritis in women. The patient 
complains of backache, malaise, weakness, and 
possibly of vaginal discharge. Dysmenorrhea and 
irregularity of menstruation may be present. Pa- 
tients often date the onset of the arthritis, or of 
the illness that preceded it, to marriage, child-birth, 
or a miscarriage. Final confirmation is afforded 
by the fact that treatment of the cervicitis results 
in improvement in the arthritis. 

Examination of the abdomen shows tenderness 


*Brit. J. Phys. Med., Oct., 1938. 
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to deep palpation in three quite definite areas: 
one in each iliac fossa and one immediately below 
the umbilicus, over the region of the sacral prom- 
ontory, due to inflammation of the lymphatic nodes 
draining the cervix. Vaginal examination reveals 
general pelvic tenderness, due to mild parametritis ; 
the introitus may be tender and dyspareunia may 
be a complaint. 

When the cervix is tilted forwards by a finger 
placed in the posterior fornix, the patient experi- 
ences pain in the abdomen or the back. Specular 
examination reveals excoriation extending around 
the os, and a mucopurulent discharge from the 
external os. 

Treatment: Intravaginal diathermy treatments, 
with the active electrode in the vagina and the in- 
different one around the waist, give satisfying re- 
sults. After the parametritis has disappeared, the 
cervix is treated directly. 

C. A. Roprnson, M.B., M.A. 
London, England. 
= 


Ultraviolet Irradiation 


Iw tHE prophylaxis of rickets, it is not so much 
a question of intensive irradiation as of early ir- 
radiation. Treatments should be begun at the sec- 
ond month of life, since at this period disturbances 
may occur which, later, no kind of treatment can 
cure. 

In strong sunlight, we prefer the effect of sky- 
shine to the direct rays of the sun. This applies, 
above all, to the treatment of surgical tuberculosis, 
in which, today, light treatment has almost com- 
pletely ousted surgical possibilities. We seek to 
avoid direct rays on account of the possibility 
of activating latent foci—Kurt HvuLDSCHINSKY, 
M.D., in Brit. J. Phys. Med., May, 1939. 


Thermotherapy in Nephritis* 


Tue therapy of renal disease, today, practically 
amounts to such measures as increase the volume 


of urine. By the use of internal heat, I have been 
able to produce a diuresis and diaphoresis which 
is out of all proportion to the fluid intake. In 
practically every case of anuria, except those due 
to overwhelming infections, I have been able to 
cause urinary flow. If the patient is vomiting, 
small amounts of physiologic saline solution are 
injected, to restore the chloride loss. Where vomit- 
ing is not a factor, large amounts of 10-percent 
dextrose solution are given intravenously. 

Technic: The disk or coil is centered above the 
upper abdomen for the first half of the treatment, 
and over the lower back for the second half. Be- 
tween the skin and the disk, or coil, the equivalent 
of six thicknesses of turkish toweling is introduced. 

The patient is covered with sheets or blankets, 
to induce sweating and to retain heat. At inter- 
vals, the perspiration should be wiped off with 
suitable soft towels. The rectal temperature should 
be taken every fifteen minutes during treatment, 
and should not exceed 102° to 103° F. The skin 
under the electrode must not become too moist. If 
this precaution is observed, no burns will occur. 

A piece of toweling is placed between the feet, 
to prevent contact. If possible, the duration of 
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the treatments is gradually increased to one hour, 
twice daily, and if advisable, a third application at 
midnight. If the patient is too ill to be conveyed 
to the physical therapy service, the treatment is 
given at the bedside. For this purpose, it is ad- 
visable that the patient rest on two thicknesses of 
mattress, and with the supporting springs removed. 

Induction therapy should not be employed during 
acute febrile stages because of inability of the 
heat-control center to prevent high temperature de- 
velopments. Treatment is contraindicated in the 
presence of overwhelming toxemia and obstruction 
in the ureter or lower urinary tract. If the patient 
becomes too exhausted, the treatments must be 
shortened. 

Diathermy treatments were first employed. At 
present, I am using an inductotherm. One thou- 
sand, one hundred and sixty (1,160) treatments 
have been administered without accident. Imme- 
diately following the treatment, the patient is en- 
couraged to perform passive or active exercises. 
I administer iron, vitamin, and calcium preparations 
and use therapeutic sunlight or ultraviolet rays. 

Grorce W. Stark, M.D. 

Syracuse, New York. 


The Lateral Roentgenogram in the 
Diagnosis of Pregnancy 


T ue lateral roentgenogram frequently shows a 
pregnancy which is not visible in the usual films 
taken anteroposteriorly. In the early months, while 
the fetal skull or other identifiable parts are still 
in the maternal pelvis, the anteroposterior or prone 
position is the one of choice. 

It is in the later months, when the fetal parts 
have risen out of the pelvis, that I have found 
increasing utility in the lateral exposure. 

Certain technical procedures are of value: (1) 
The abdominal binder is to be preferred to other 
methods for compression (the prone method is not 
safe in the later months); (2) the patient is in- 
structed to take a deep breath and hold it. We then 
wait about two seconds before making the ex- 
posure. This effectually stills fetal movement.— 
M. J. Huseny, M.D., in Radiol., May, 1939. 


Lumbago, Sciati¢a, and Other Forms 
of Fibrositis* 


L umaaco is usually regarded as a medical condi- 
tion. It is a fibrositis of fasciitis affecting the 
lumbar muscles. In certain cases, it takes the form 
of a frequent, mild ache whenever the patient is 
tired. Young, thin, rapidly-growing, or anemic girls, 
with long, slender backs, are especially subject to 
lumbago. The single or occasional severe attack 
type gives rise to such excruciating pain that the 
patient is forced to lie in bed like a log. 

The mild types require a course of massage and 
physical exercise, to increase muscle power and 
to improve posture, combined with daily periods 
of physical rest and a less strenuous occupation, 
if possible. Time would be saved if all patients 
with severe lumbago were manipulated under an 
anesthetic at the commencement of an attack. The 


*Brit. J. Phys. Med., Mar., 1939. 
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relief of pain, in most cases, is instantaneous, but 
it is a wise precaution to employ physical therapy 
for a few days. 

Sciatica is allied to, and often associated with, 
lumbago. After examination has convinced one 
that the pain is not due to a tumor in the pelvis, 
or to disease of the uterus, prostate, or spine, the 
spine and hips are manipulated and the sciatic 
nerve stretched. This treatment may need to be 
repeated on several successive days and followed 
by heat and massage. 

“Tennis elbow” is a foolish but convenient term. 
The majority of cases are not due to tennis. but 
to some occupation involving repeated movements 
of the arm, accompanied by strong grasping mo- 
tions. The pain is present over the external con- 
dyle of the humerus when the forearm is actively 
supinated while grasping, or can be elicited by 
passive palmar flexion of the wrist, pronation of 
the forearm, and extension of the elbow, which 
stretches the supinator muscles at their origin. 
Tenderness is present at the same site. In the 
early stages, rest, firm strapping, and infrared 
irradiation are needed. Late cases may also re- 
spond to the same treatment. Manipulation under 
an anesthetic will often bring about a dramatic 
cure. 

Contusions of the knee joint: Simple con- 
tusions of the knee joint are intensely painful. 
The patient is reluctant to move the joint for a 
week or more. An effusion develops in the joint 
and the quadriceps muscle wastes. After several 
weeks’ rest, the synovial fluid subsides and the 
patient gets up. To his disappointment, the effusion 
returns and he goes back to bed. This process 
may be repeated several times. 

An analysis of the case reveals that the wast- 
ing of the quadriceps muscle results in an imper- 
fectly controlled knee joint, and the repeated small 
jars due to stepping produce a further effusion. 
Re-education of the quadriceps muscle by static 
exercises may be practised by the patient for a few 
minutes of each hour, and will cure the most 
obstinate case inside of two weeks. 

W. Saye Creer, M.Ch., F.R.C.S. 

London, England. 


The X-Ray Diagnosis of Chronic 
Appendicitis 

Malnutrition is frequently caused by chronic 
appendicitis in children. Every physician is con- 
fronted with the child, usually between the ages 
of 5 and 12 years, in a malnourished state, in 
whom no cause can be found. The history usually 
indicates that the child has a poor appetite, is 
constipated, has frequent mild digestive upsets, is 
irritable, and has not gained weight normally 
for months or years 

The one roentgenologic sign that is accepted by 
all physicians and surgeons is that tenderness over 
the filled appendix, when it is palpated under the 
fluoroscope, means that the appendix is inflamed. 
Retention of barium in the appendix after the 
cecum has emptied, and especially beyond 72 hours, 
is considered by most observers as indicating an 
abnormal appendix, because a normal appendix 
empties with the cecum. 

The child is given a laxative at night. The next 
morning a cleansing enema is administered. With 
the hips elevated, a sufficient amount of barium 
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solution is given to fill the cecum. A film is taken 
from 4 to 6 hours later, and another at the end 
of 24 hours. Additional films should be taken, 
if the appendix still does not empty. It is advis- 
able to take a film before the barium enema is 
given. A retrocecal appendix may not be seen 
until the cecum empties—L. D. Hit, Jr., M.D., 
in South. M. J., April, 1939. 


= 


A New “Dosemeter” for Short-Wave 
Therapy 


WE can measure the amount of current reaching 
the front face of the active electrode for the ad- 
jacent part of the patient’s skin. The strength 
of this current is as good a single criterion of 
the intensity of a short-wave dose as one can hope 
to obtain. A lamp indicates the intensity of the 
current. The patient’s sensations of heat correlate 
closely with the changes of lamp brilliance —C. R. 
Burcu, B.A., Ph.D., and J. P. P. Stock, M.D., in 
Brit. J. Phys. Med., May, 19339. 


Fluoroscopy in the Early Diagnosis 
of Tuberculosis 


Tue radiologist who carefully masters the technic 
will find that he can detect early tuberculosis as 
well with the fluoroscope as with the film. Oc- 
casionally, he will be able to demonstrate a “hidden” 
lesion that does not show on the roentgenogram. 
The film is necessary to follow the progress of the 
case. By attaching a cassette to the fluoroscopic 
screen, a “spot” film may be taken of lesion seen 
on fluoroscopy.—R. H. StrenM, M.D., in Journal- 
Lancet, April, 1939. 
= 


Dangers in Short-Wave Diathermy 


T ue foremost danger in the use of short-wave 
diathermy is that of hemorrhage, either external 
or internal. Large varicose veins may rupture after 
short-wave treatment. Hemorrhage may occur in a 
recent gastric ulcer, or during pregnancy or men- 
struation. 


Excessive heating is harmful in acute inflam- 
matory conditions accompanied by suppuration and 
fever, but mild doses of short-wave therapy are 
of value. 


There is less danger of burns from short-wave 
diathermy than from the use of conventional dia- 
thermy. If large electrodes are used, and if ample 
padding (with turkish towels) is placed beneath 
the applicators, especially over bony points which 
are close to the skin surface, there is little likeli- 
hood of burns. The formation of sweat drops is 
a danger that is avoided by the use of absorbent 
padding under the applicators—RIcHArRD Kovacs, 
M.D., in “Electrotherapy and Light Therapy” (Lea 
& Febiger). 

S 


This is my first subscription to CirntcAt MepI- 
CINE AND SurGeERY, but it will not be my last. 
I believe it the best Journal or magazine by far, 
that I receive, and I'll never be without it. It 
can’t come too often—R.F.H., M.D., W. Va. 
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The Business of Medicine and the Art of Living 
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Ralph L. Gorrell, B.S.M., M.D., D.N.B. 


How Old Are You? 


Someone who knew what he was talking about 
made the very pertinent remark that a woman 
who is unattractive before she is thirty can lay the 
blame upon Nature or her parents: After that, it 
is her own fault if she is not fascinating. 


But even the assimilation of that delightful epi- 
gram will not wholly banish the aversion which 
some women seem to feel against mentioning the 
number of years which have elapsed since their 
birth. Even some men exhibit a certain sensitive- 
ness in this matter. 

This dread of owning to a life-span of more 
than twenty-five or thirty years, which many 
thoughtful people scoff at as a ridiculous bit of 
superstition, has a perfectly sound psychologic 
basis in the wholly exaggerated importance which 
many people still attach to mere years, as a mea- 
sure of one’s age and accomplishments. To some 
the mere acknowledgment that they have seen the 
earth make sixty circuits of its orbit brings on a 
feeling of senility and decrepitude which is de- 
structive to their joy and efficiency and is distinctly 
to be avoided. 

Years are no more adequate an index of age than 
money is of success. Both are arbitrary symbols, 
convenient for those who are unable or unwilling 
to think for themselves, but nothing other than en- 
cumbrances to the penetrating observer of men 
and things. Forty years is the old-age of youth; 
fifty is the youth of old-age. It all depends upon 
one’s point of view. 

Then again, there are old men who have seen 
but twenty winters, and joyous youngsters, over 
whose heads the buds of eighty springtimes have 
burst into riotous bloom. It isn’t what happens 
outside, but what goes on inside, that makes us 
old. 

When one is buying a piece of calico, one must 
know its length in order to appraise its value. 
But, how long is an immortal poem? How many 
square feet must an unforgettable painting cover? 
What is the yardage of a song that shakes men’s 


souls? Nobody knows nor cares! The things which 
the world values beyond price are not measurable 
by length or breadth or thickness, but by their con- 
tent of power and that almost indefinable something 
which, for want of a better word, we call virtue. 

When asked how old one is one might say, with 
pertinence, “Three fine children”; “One happy and 
inspiring home”; “Ten pictures that have gripped 
men’s hearts”; “Four books that have clarified the 
world’s thinking”; “Two statues that have raised 
the esthetic standards of a city.’ How foolish to 
measure life in years, five thousand of which have 
been needed for man’s paltry achievements in civ- 
ilization ! 

How long one has lived is of small moment. The 
important thing to know about a life is, how much 
and how well. 


G &. L. 
= 


Don’t Examine Them; It’s Too 
Expensive! 
(A Sidelight on Sickness Insurance) 


DVOCATES of sickness insurance in the 
United States, who visualize great clin- 
ics of specialists using highly expensive equip- 
ment, might read with profit the statement, “It 
is sheer extravagance to have a patient very 
thoroughly examined by a specialist, with the 
aid of the most expensive apparatus available, 
before considering whether such a step is ne- 
cessary or likely to be fruitful, so that, in the 
end, such additional knowledge as may be ob- 
tained is bought at too great an expenditure of 
material, time, and money.” This gem of 
Christian kindness for the patient was printed 
in the report, “Economical Administration of 
Health Insurance Benefits,” published by the 
International Labour Office, in England. 
In commenting on this amazing publication, 
whose frankness makes it sound like a con- 
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demnation of sickness insurance, the Journal of 
the American Medical Association (April 29, 1939; 
page 1730) comments: “One source of economy 
is never mentioned. There is no discussion of 
the costs of administration, of the palatial of- 
fices of the insurance companies — always so 
much better equipped than the hospitals—nor 
of the swarm of administrators, whose expenses 
must be met out of the certainly inadequate in- 
come derived from poorly-clad workers.” 

The insurance physician is constantly warned 
to watch the quantity of medicine prescribed; to 
see that containers are returned and used again; 
that only certain types of prescriptions that re- 
quire the least time to compound are used; and 
so on. 

The gist of the whole matter is: “The private 
practitioner may apply any methods of diag- 
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nosis and treatment which he considers neces- 
sary, as far as his patient is prepared to pay 
the cost; whereas a practitioner who is treating 
insured persons must follow the principle of 
economy”... . “The patient must not be re- 
quired to put up with second-rate methods of 
treatment nor with cheap measures of inferior 
quality, selected merely on grounds of econ- 
omy.” By enforcing one or the other of these 
quotations, the insurance powers could prove a 
physician wrong either way. 

Ask your patients how they would like this 
kind of treatment. If they wouldn't like it, tell 
them to write their senators and congressmen 
to kill the Wagner Health Bill (S. 1620), and to 
do it now! 


Re k,:G 


TR 


* Votes wail Mliatieels * 


Lest We Forget’ 


Topvay I heard a chipper young nurse, just two 
years out of high school and fresh from her 
course in dietetics, I suspect, telling an old man 
of eighty—and hale as a husky—what he should 
eat and what he should not eat. Diet for the aged 
was fresh in her mind, and as clear and plain as 
a well-memorized lesson can make it. The poor 
old chap was wanting only to have the things that 
he had eaten for a lifetime, but was told with 
no end of assurance that it “wasn’t good for him.” 
But we are all doing it—the nurses less than any 
of us who profess to know so much about how 
this human body should be operated. We are for- 
getting that the old man’s diet has carried him 
along, hale and hearty, for a longer time than most 
of us will live and ten years past the allotted span. 
In the name of common sense, leave the old fellow 
alone and let him have his food that is tested and 
tried. The proof of the pudding is the eating 
thereof, isn’t it? It couldn’t have been bad food 
that brought him to the age of eighty. 

When I was a medical student, I went as a 
brash young senior—“Doc” I wanted to be called— 
to deliver an ignorant woman of the slums. The 
husky youngster was a better specimen than is 
usually picked up on the boulevard and everyone 
was happy. At least they were happy until I 
started to tie the cord with a sterile string, and 
dress it with a sterile piece of gauze. 

“Aren’t you going to scorch that muslin?” asked 
the grandmother. 

“Oh, no that isn’t necessary with this sterile 
gauze,” answered the bright young man. 

“Well, I think it ought to be scorched and I 
am sure its mother and father want it that way.” 
she insisted. 


*Reprinted from Bul. Ind. St. Board of Health. 


“Now never you mind, I’m the doctor on this case 
and know all about this business of tying cords”’— 
it was my third. 

“Just the same it’s our baby and we are going 
to have that muslin scorched and you can go 
plumb to hell,’ chimed in the kid’s father with 
his nickel’s worth. 

In a huff, I pulled out and left them in their 
ignorance. If I were not speaking of myself, I'd 
say that the young man was a sap, an intellectual 
snob (sometimes), and a certain kind of a fool. 
As it is, there is no need to bring that up, as 
Moran and Mack would say—I’ve known that for 
ten years now. 


As a matter of fact the scorching of muslin 
is a very simple thing to do, and it has saved 
literally millions of babies from fatal tetanus and 
pyogenic infections. How did I know that the 
supposedly sterile muslin in the bag was really 
sterile? I couldn’t have proved it on the spot 
certainly, but it is easy to see that freshly scorched 
muslin is certainly sterile. Anyway it was their 
baby—thank God—and they should have had some 
rights. 

Said an interne to me this day. “Say, I have 
just seen a peach of a case. The first of its kind 
that I have ever diagnosed, and I knocked it off 
the first thing. A sarcoma of the bone in a nine- 
year-old girl. It was a beauty! Gee, I was pleased 
to get it.” I’m glad the young doctor is inter- 
ested in his practice, but wouldn’t it be better 
to be more interested in the child than in the 
disease? He really wasn’t cruel, he was just 
thoughtless, but the child’s parents would find it 
hard to believe that he wasn’t heartless. 


In our professional provincialism, we forget and 
call our fellow doctors to come and see our inter- 
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esting cases and gather about, quite evidently en- 
joying the experience which is a most harrowing 
ordeal for the patient. As an inexperienced lay- 
man I stood three hours in an operating room 
while my mother was under an operation—of course 
I shouldn’t have been there. How well I remember 
the horror with which I heard the surgeon and his 
assistant joking and laughing—not much, but a little 
seemed a lot to me—and discussing their golf 
scores. I resolved that I would never do such a 
thing, but I have. 

One time—I’m glad it was several years ago— 
I was helping do an autopsy. The husband of the 
corpse was reluctant to permit dissection, but after 
much persuasion consented, and waited outside the 
post-mortem room door Beyond doubt he heard 
our conversation and thought it very strange. It 
was an interesting case—the liver was studded 
everywhere with cancer nodules and would make 
an excellent museum specimen. The pathologist 
removed the liver and told me to take it at once 
to the museum and preserve it properly. Thought- 
lessly—but that’s no excuse in a grown man sup- 
posed to have a liberal education—I took the 
liver in my gloved hands, pushed open the door 
and started to the museum some distance across 
the campus. Never will I forget the horror in 
the eyes of the grief-stricken husband as I came 
toward and passed him in the narrow hall. May 
God forgive me! I have no doubt that this man 
would remember me today, and I am wondering 
how effective I would be in trying to convince 
him that my motives really are good and kind if, 
for example, I should go to his community to 
make a health talk. 

I have heard of a thoughtless young doctor who 
had just delivered a Roman Catholic mother of a 
baby that lived but a few minutes. There was 
no time to call the priest and have the baby bap- 
tized, and thereby save it, as the mother and father 
firmly believed, from eternal torment. The doctor, 
in such a capacity, has the sacred relation of a 
priest—as indeed he should. He might have sprink- 
led a few drops of water on the baby and have 
said, “My son, I baptize thee in the Name of the 
Father, the Son, and Holy Ghost, Amen.” (I 
guess that’s the proper wording.) Instead he said, 
“Oh, that’s all foolishness! Rank superstition.” I 
doubt, myself, if it made any difference to the 
baby, though I shouldn’t want to have to prove 
that statement; but it would certainly have made 
a lot of difference to the mother — and really it 
wasn’t too much to ask of the doctor that he 
should be considerate. 

Said the head nurse in the surgery and the resi- 
dent surgeon, in unison, “If that were my youngster 
I'd skin him alive. Believe me, my kids—they 
aren't even married yet—are going to do what I 
tell them.” 

Undoubtedly! The child who caused the sage 
remark recorded above was a perfectly normal 
boy of five. He had always lived with his kind— 
and perfectly familiar—parents in a little house in 
the country. He had been brought in to have his 
tonsils out. The great strange hospital, strange 
faces everywhere, the Unknown! He was facing 
an ordeal that many an adult avoids—and without 
Daddy and Mamma, alone for the first time in his 
life. He was afraid—and you can’t blame him. 
He fought—and I’m glad of it because that shows 
that he was a normal boy. He went down with 
his colors up simply because two orderlies and a 
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can of ether are too much for a five-year-old. If 
ever a bunch of strangers should shanghai me 
and throw me down against my consent and try 
to take my tonsils out somebody’s going to get 
licked or my Irish blood has deteriorated recently. 
Yes, I understand that tonsils must come out 
occasionally, and I don’t believe in asking the advice 
of a five-year-old about it either, but just the 
same, I hope that I don’t forget that the right of 
self defense is an inherent human right, and that 
I try to accept the struggle, even though it is 
an awful annoyance, as a perfectly normal re- 
sponse in a young American. 

“Your son must have a mastoid operation,” says 
Dr. X. 

“Well, I don’t know about that,” says the father, 
a layman. “How do you do that operation?” 

“Well, we will have to get in there and chisel 
out that diseased bone,” replies the man of science 
—exact science I didn’t say. 

“Chisel?” says the father. “Do you have to 
chisel it out?” 

“Why, yes of course.” 

No criticism, you understand. Mastoids must 
be chiseled out quite frequently, and it’s a lot safer 
than letting them go, but you can’t blame the 
parent for being mighty reluctant. He has no 
way to know whether Dr. X is a good operator 
or not. The fond father is not an experienced 
diagnostician and undoubtedly must have had the 
thought that Dr. X might be mistaken—as indeed 
he might, because doctors are only human, and 
human beings make mistakes. 

“Lord God of Hosts, be with us yet! 
Lest we forget, lest we forget.” 

TuHuRMAN B. Rice, M.D. 
Indianapolis, Ind. 


= 


The Patient Should Pay First 


One of the drawbacks to organized medical care 
has been the recognized tendency for the patient 
to ask for much unnecessary and “piddling” medical 
care, because he got it for nothing. The most suc- 
cessful plan to counteract this tendency is one in 
which the patient must pay the first ten dollars for 
any illness, thus preventing a number of useless 
night calls and, at the same time, protecting the 
patient against a catastrophically high bill for the 
rare surgical or medical emergency.—E. E. SHaAw, 
M.D., Chairman, Iowa State Medical Society Med- 
ical Economics Committee, at Twin Lakes Medical 
Society, Rockwell City, Iowa, June 15, 1939. 
= 


Note from a Detail Man 


For many years it has been my privilege, as an 
employee of one of the leading endocrine houses, 
to leaf through various medical journals each 
month. 

As I have never seen any discussion on the re- 
lation of the detail man to the physician, I have 
appointed myself as a committee of one to attempt 
to pave the way for such discussions, which should 
be mutually helpful. 

Long before I started detailing, I was connected 
with my firm in various capacities, and as the hope 
of going on “the outside” was my constant ambi- 
tion, I naturally gave much thought to the antici- 
pation of carrying a little black bag from office to 
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office and singing the praises of our products. How- 
ever, with that happy thought, was an ever-present 
fear of the sort of reception I might experience. I 
had visions of being thrown out of offices, build- 
ings, and hospitals. I used to wonder how I was 
ever going to be able to hold the interest of one so 
learned as a Doctor of Medicine. 

My detailing work has been a pleasant and 
profitable experience. First off, I learned that, 
after all, even doctors are human beings. 

I try to be honest, and it seems that with honesty 
goes frankness and so, right at the start, I told an 
important man, who was treating me especially 
kindly, that I was always astonished, and compli- 
mented as well, when I stopped to realize that the 
fellow who was giving me a few minutes of his 
valuable time had spent years in college work, and 
usually many more years successfully practicing 
medicine. He said, “Well, son, we don’t look at it 
in that way. I have always seen the detail men, and 
I shall continue to do so. We don’t expect you to 
know how to practice medicine. However, you are 
here representing a reliable medical house that has 
spent thousands of dollars in research that we 
private practitioners could never do, for we have 
neither the time nor the money, and while you may 
not have even a general knowledge of medicine as 
a whole, you are up to the minute on one or two 
items, and I want to know about them.” 

That gave me a better light on things, and 
helped my attitude greatly. Although I never have 
the feeling that I am telling any physician how to 
practice medicine, it is pleasant to think that per- 
haps I am responsible for bringing something of 
importance to his attention, that he may not have 
had time to find out before by himself. 

Occasionally I arrive on a morning when the 
doctor has been on an obstetric case all night, and 
he sends me on my way in a hurry. Then, too, be- 
cause the medical profession is made up of human 
beings, I occasionally call on what some of the 
younger generation would be inclined to call a 
“sour puss.” However, it doesn’t take long to 
learn that, for every “sour puss,” there are several 
hundred “swell guys” and that, even though they 
don’t happen to like my House or its products, 
they don’t take their feelings out on the detail man. 

I hope that this will strike a responsive chord 
with both detail men and doctors, and that it may 
be the start of a closer and better understanding 
between us. Tell us what you don’t like or do like 
about us, so that we can learn to do our job 
better. 

And so “until the next trip around”—thanks a 
lot, Doctor, for your time and interest. 


H.C. 


[We shall be glad to receive—and publish, if 
suitable—any comments which our readers may 
care to make in reply to this frank statement from 
a member of a group of men who are closely asso- 


one with the work of the practicing clinician. 
—Ep. 


State Medicine is poorheuse medicine. 
Tell your patients. 
eS 


How to Start a Malpractice Suit 


“ . . 
Eicury percent of malpractice suits would have 
been avoided if the second physician who sees a 
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case would be more discreet about his remarks 
concerning the care given by the first physician,” 
writes R. B. Harrison, M.D., in the New Orleans 
Medical and Surgical Journal for May, 1939. 

“I think that many of the cases that come up 
before the Medical Defense Committee could be 
avoided if the physician, called in after the patient 
had been seen by another physician, had acted cau- 
tiously. Try to do to the other physician as you 
would have him do to you.”—Vat H. Fucus, M.D., 
in the same journal. 

“Do not issue careless, or rather thoughtless, 
certificates or other written statements which you 
may be called upon later to defend; the statement 
itself being impossible of defense. These statements 
are usually given at the request of the patient or 
patient’s family, so that they may be used in ob- 
taining a settlement, but remember, all settlements 
are not made out of court.”—W. P. BrapBurn, 
M.D. 

“The vast majority of malpractice suits have 
their origin in some casual remark made by a 
physician, such as, “What a rotten job,” or “Who 
butchered you?”—P. H. Rrncer, M.D. 


Te 
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Biological Photographic Association 


Tue ninth annual convention of the Biological 
Photographic Association will be held September 
14 to 16, at the Mellon Institute for Industrial 
Research, Pittsburgh, Pa. The program will be 
of interest to scientific photographers, scientists 
who use photography as an aid in their work, 
teachers in the biologic fields, technical experts, 
and serious amateurs. It will include discussions 
of motion picture and still photography, photomi- 
crography, color and monochrome films, process- 
ing, etc., all in the field of scientific illustrating. 
Up-to-date equipment will be shown in the tech- 
nical exhibit; and the print salon will display the 
work of many of the leading biologic photographers 
here and abroad. 

The Biological Photographic Association was 
founded nine years ago because of the growing 
need for expert illustrative material for scientific 
research and teaching. Many workers were solv- 
ing their problems in their own way, but ob- 
viously they were wasting time and effort in indi- 
vidually repeating experiments that had been 
worked out elsewhere. The B.P.A. was formed to 
act as a clearing house for new ideas, to pool 
experiences, record standard procedures, and dis- 
seminate information. Its aims were scientific and 
all services have been volunteered by officers and 
members on a non-profit basis. 

The B.P.A. Journal is published quarterly, con 
stituting a Volume of about 250 pages, which is 
furnished free to members. Membership privileges 
include an authoritative question and answer serv- 
ice; also the right to borrow loan albums and ex- 
hibits of scientific prints for study and display. 

Further information about the Association and 
the Convention may be obtained by writing the 
Secretary of the Biological Photographic Associ- 
ation, University Office, Magee Hospital, Pitts- 
burgh, Pennsylvania. 
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lems to the Seminar and to take part in the discussion of any or all problems 


submitted. 


Problem No. 6 (Medical) 


Presented by the Pittsburgh Diagnostic Clinic, 
Through “International Clinics” 


(See Crrn. Mep. & Surc., June, 1939, p. 258) 


Recaprrucation: A man of 37 years, who had 
had severe attacks of tonsillitis between ages 20 and 
27, in March developed a sudden severe pain in his 
right chest, followed by fever; cough with spitting 
of mucoid material, sometimes streaked with bright 
blood ; dyspnea; and sweating of the head and chest. 
In 10 days these symptoms ceased, but he has had 
recurrent similar attacks at irregular intervals ever 
since, and has been in bed most of the time. 

About September 1, he noticed a swelling in the 
right side of his neck, which was not tender, but 
bulged when he coughed and has been growing 
larger. A week or two later he noticed tenderness 
over his liver. He lost no weight and did not feel 
weak. 

About October 15 he complained of choking sen- 
sations, in addition to the symptoms of the recurrent 
attacks. 

Physical Examination showed a robust man, not 
nervous, cachectic, weak, cyanotic, nor jaundiced. 
His temperature was 99° F.; pulse, 100 and reg- 
ular; blood pressure, 130/85. 

In the right side of his neck was a chain of 
discrete, enlarged glands, not inflamed nor tender, 
freely movable, soft but not fluctuating. His chest 
showed moderate dullness, diminished breath 
sounds, and a few rales over the entire right lung; 
no heart sounds over the aortic area, but no dull- 
ness. 

His liver dullness extended from the fourth inter- 
space to 5 cm. below the costal margin. The edge 
was firm but not nodular, and slightly tender. 

Requirements: (1) State your tentative diagnosis. 
(2) exactly what laboratory examinations would 
you have made or requested? (3) suggest treatment. 


Discussion by David O. Gorlin, M.D., 
Queens, New York 


The periodic temperature rises and the large, dis- 
crete glands in the neck, immediately suggest Hodg- 
kin’s disease. A biopsy of one of the cervical glands 
would certainly throw light on the exact pathologic 
condition. 

Of course, there are other conditions that must 
be ruled out; namely, pulmonary tuberculosis, aortic 
or other aneurysm, pulmonary or mediastinal neo- 
plasms, and the leukemias. 


Discussions should reach this office not later than the Sth of the month 
following the appearance of the problem. 


Address all communications intended for this department to The Seminar, 
care CLINICAL MEDICINE AND SURGERY, Waukegan, Ill.) 
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Laboratory work on this case should include: a 
biopsy of a cervical gland; x-ray studies of the 
chest; red, white, and differential blood-cell counts ; 
and a sputum analysis. 

The treatment for Hodgkin’s disease belongs to 
the radiologist. Deep x-ray therapy and radium 
may be employed. This should be accompanied with 
general supportive treatment. If one is inclined to 
experiment, a course of sulfapyridine may be tried, 
on the theory that Hodgkin’s is an_ infectious 
disease. 


Discussion by L. E. Williams, M.D., 
Kansas City, Mo. 

In making a diagnosis from the history and 
physical findings given in this case, one must con- 
sider the following diseases: Pleural effusion fol- 
lowing delayed resolution of lobar pneumonia; 
serofibrinous pleurisy ; tuberculosis ; empyema; liver 
abscess; and a new growth of the lung. 

The following laboratory tests appear to be in- 
dicated from the history and physical findings: A 
blood Wassermann test; sputum examination; urin- 
alysis ; leukocyte count and differential count; x-ray 
study of the chest; and an exploratory puncture of 
the chest. 

We are told that there was no dullness nor heart 
sounds in the aortic area, but we are not informed 
whether there was tympany or hyperresonance in 
this area, or whether the heart was displaced. 
However, by linking the positive findings with the 
history of the case, we should arrive at a tentative 
diagnosis. 

While the causes of hemoptysis are many, it seems 
that, in this case, we might limit our consideration 
of the causes to tuberculosis, congestion of the right 
lung, and pressure on the lung from fluid or an 
intrathoracic growth. 

The healthy appearance of the patient at this 
stage tends to rule out tuberculosis; the duration 
of the disease and the age and appearance of patient, 
as well as the absence of a nodular liver, argue 
against malignant disease. 

The unilateral cervical adenopathy is against 
syphilis, but Hodgkin’s disease and tuberculosis 
must be considered. A biopsy, of course, would tell 
the story. The glands, however, may have been 
large for years, due to the throat infection, and the 
recent increase in size may be due to blocking of 
drainage and the absorption of toxins from the 
right chest. 

The marked downward enlargement of the liver 
may be caused by such diseases as abscess of the 
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liver, hypertrophic cirrhosis, amyloidosis, fatty in- 
filtration of the liver, carcinoma, and leukemia. 

Leukemia can be easily discounted. In hyper- 
trophic cirrhosis, amyloid liver, and fatty infiltra- 
tion, the liver enlargement is marked and smooth; 
but this would not account for the dullness up to 
the fourth interspace, the respiratory distress, and 
the hemoptysis. Hypertrophic cirrhosis produces 
jaundice, which is absent in this case. Amyloid 
liver is a result of some chronic suppurative 
condition, usually tuberculous. The general appear- 
ance of the patient after such a long illness does 
not favor this condition. Tuberculosis cannot be 
ruled out in this case. Night sweats may occur in 
any chronic suppurative condition. 

Carcinoma and liver abscess may be discounted 
upon the smoothness of the liver, absence of 
cachexia, and marked systemic manifestations. 

The history of the case is very significant. The 
sudden attack of pain in the right chest, followed 
by cough, fever, blood-streaked sputum, and sweat- 
ing limited to the upper part of the body, lasting 
ten days and followed by many recurrent attacks, 
point more to an attack of plastic pleurisy, which 
later became serofibrinous, than to lobar pneu- 
monia. 

It is to be noted that the patient has not been 
well since the first attack. Many cases of serofi- 
brinous pleurisy go on to partial healing, with par- 
tial absorption of the fluid, only to be followed by 
recurrent attacks, and finally, due to the invasion 
of micro-organisms, end in empyema. The mild 
fever and the healthy appearance of the patient do 
not argue against this condition. 

The downward enlargement of the liver is due, 
I think, to displacement, and the upper dullness I 
attribute to fluid. The absence of heart tones in 
the aortic area is due, I think, to displacement. of 
the mediastinum and heart to the left. 

My tentative diagnosis is right empyema. The 
treatment is drainage by any appropriate method. 


Discussion by G. M. Russell, M.D., 
Billings, Mont. 

The history and examination of this man point 
to a brochogenic carcinoma. I would want a 
roentgenogram of the chest (after injection of Lip- 
iodol), posterior-anterior and lateral; also a bron- 
choscopy. He probably had a metastasis to the 
liver. 

Treatment would depend entirely upon whether 
there had been metastasis. If there had not been, 
removal of the neoplasm through the bronchoscope 
(if possible) would be’ the thing to do. If there 


had been, the treatment would be entirely symp- 
tomatic in type. 


Discussion by George B. Lake, M.D., 
Waukegan, II, 

On the history and physical examination, my 
tentative diagnoses in this case were: (1) tuber- 
culosis of the cervical glands and possibly also of 
the lungs; (2) possible syphilis or carcinoma of 
the right lung. 

Lymph-gland tuberculosis is commonest in chil- 
dren, but may occur at any age, and is most fre- 
quent in the cervical glands, which remain discrete 
and do not suppurate for a considerable time. Dis- 
ease of the tonsils is a common predisposing fac- 
tor, and the general picture of the case is consistent 
with this diagnosis. The chest symptoms and signs 
suggest that the lungs may also be involved. On 
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this basis, however, the enlargement of the liver is 
not adequately explained. 

Syphilis or carcinoma of the right lung seems 
less probable, as neither would fit the general pic- 
ture so well and both are rare disease conditions. 
Either might, however, account for the liver and 
glandular enlargement (by metastases, in the case 
of carcinoma). 

I requested the following laboratory examina- 
tions, the results of which are here reported: 

Urinalysis: Essentially negative, except for a 
heavy cloud of albumin. 

Blood examination: Hemoglobin, 98 percent; red 
cells, 4,470,000; leukocytes, 7,000; differential : 
polys, 66%; lymphocytes; 24%; monocytes, 10%. 

Wassermann and Kahn tests: Both negative. 

Roentgenogram of the chest showed several 
large tumor masses, having the appearance of en- 
ag lymph glands, in the right side near the 
hilus. 

Biopsy of a neck gland showed normal lymph 
gland markings, with the germinal center obliter- 
ated, and a diffuse growth of lymphoid cells in a 
very fine stroma. There were no Dorothy Reed 
cells nor eosinophils, and no fibrosis. 

On the basis of these reports, and in spite of the 
fact that Dorothy Reed cells were not found, I 
changed my diagnosis to Hodgkin’s disease, the 
treatment of which, at present, is entirely a mat- 
ter for an expert radiologist. 


Solution by the Pittsburgh Diagnostic Clinic 

The history, symptoms and findings in this case 
are typical of either Hodgkin’s disease or lympho- 
sarcoma, and differentiation between them is rela- 
tively unimportant, as the treatment and ultimate 
fatal termination are the same for both. However, 
two independent pathologists made a diagnosis of 
lymphosarcoma in this case. 

The pulmonary symptoms and signs were prob- 
ably due to pressure on a bronchus by the enlarged 
mediastinal glands. 

The apparent enlargement of the liver was 
probably due to the fact that that organ was ro- 
tated forward and downward by para-aortic lymph- 
osarcoma. The tenderness could have been caused 
by the pressure of rapidly enlarging retroperitoneal 
glands, pressure of which on both renal veins 
would also explain the albuminuria. 

The only treatment that offers the slightest hope 
of benefit is deep x-ray therapy, administered by a 
roentgenologist who is thoroughly familiar with 
the problems presented in these cases. The effects 
of such treatments are often, at first, highly en- 
couraging—the glands melt away and the patient 
is relieved of his symptoms. Sooner or later, 
however, recurrences are inevitable, and with each 
relapse the response to the x-rays is less marked. 

The expectation of life for this patient, under 
the best of treatment, is hardly more than from 
one to two years. 

= 


Problem No. 8 (Medical) 
Presented by F. W. Schroeder, M.D., 
Strasburg, Ill. 


Tue patient was a young man of 20 years, 6 feet 
1 inch tall, and weighing 160 pounds, who had al- 
ways been in the best of health until the illness for 
which I was consulted. He was educated, but be- 
ing unable to get a steady job, he worked at what- 
ever he could find. As his family history seemed 
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to have no bearing on the case, it was not re- 
corded. 

Present illness: On Sunday, June 11, 1939, he 
had a slight chill, followed by a fever of 103° F.; 
pulse, 92; respirations, 33. His two sisters, both 
of whom are registered nurses, decided that he had 
a “cold,” so they put him to bed and gave him 
Aspirin (acetosal). His fever remained moderately 
high on Monday and Tuesday morning, but in the 
afternoon it fell to normal. On Wednesday it was 
rising again, so they sent for me, although he did 
not feel particularly ill; had no pain nor gastro- 
intestinal disturbance or irregularity of any kind. 
The only symptom which had appeared was a noc- 
turnal cough, of which he was not conscious, but 
which disturbed the family. This subsided promptly 
after a few doses of some cough mixture. He was 
hungry, resented the soft diet given him, and stayed 
in bed only because his sisters and I insisted that 
he do so. 


Examination: When I saw him on June 14, his 
temperature was 100.2° F. His abdomen was flat 
and slightly resistant, but there was no tenderness 
on deep pressure and no gas. 


Suspecting typhoid, I had careful blood exami- 
nations made for the typhoid bacillus and para- 
typhoid A and B; also for the Brucella of undu- 
lant fever and for organisms of the dysentery 
group (although there had been no diarrhea). All 
were negative. 


On Monday, June 19, his temperature began to 
subside by lysis (see the accompanying chart), and 
since it had pretty well leveled off by June 25, 
he was permitted to get up, after 15 days in bed. 
He felt weak, but after five days he was able to do 
light chores and drive the car. This report is made 
on June 30. 


At no time during this illness did the patient 
have any pain or other symptoms, except as here 
reported. At no time could I find anything wrong 
with any of his organs, though I examined him 
carefully several times. No blood-cell counts were 
made, but urinalysis showed no abnormality. 


Requirements: Suggest a tentative diagnosis and 
prognosis. What further studies would you have 
made? What treatment would you have given 
pending the results of such studies? 


BALANCE UNDER STRESS 


The prime objective of raiders attacking civilian groups is to terrorize 
them and destroy their morale. The prime objective of every government should 


be to fortify its citizens against fear. 


The initial fear preyed upon by the ag- 
gressor is the fear that leads back to childhood days: 


the fear of being hurt. 


This fear pursues many persons throughout their lifetime, often obliging them 
to sacrifice gains that can only be achieved through fear or discomfort. — 
For a long time nations abroad have encouraged the study of the principles 


of passive resistance. 
the attacker. 


People learn that victory does not necessarily rest with 
By deliberate will power the people of the United States should 
cultivate balance and firmness under stress. 


The time may come when a na- 


tional consciousness resolved to be brave, defiant—even if it hurts—may be our 
salvation—LoGAN REavEs, in New York Times, Nov. 8, 1938. 
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When to Use Sulfanilamide* 


OTITIS media often responds well to sulfanila- 
mide therapy, especially when large doses are given 
early in the course of the disease. The drum 
should be opened, if necessary. In many acute 
cases, Otitis media, treated early, subsides com- 
pletely without suppuration or other complications. 
If suppuration does occur, it subsides in from 24 to 
72 hours. I have observed cases in which chronic 
or recurrent suppurative otitis media that had re- 
sisted all other forms of therapy cleared up when 
this drug was used. In many instances, the drug 
aborts what appears to be early mastoiditis. 

Tonsillitis and cervical adenitis usually respond 
well to sulfanilamide, providing the invading or- 
ganism is susceptible. Marked cervical adenitis, 
especially of the acute type, has often been found 
to recede rapidly, but recurs unless the drug is con- 
tinued over a prolonged period. 

Streptococcic peritonitis and meningitis are 
often dramatically cured by prontosil and sulfanil- 
amide, as is streptococcic septicemia. Meningo- 
coccic meningitis and septicemia also respond 
well. 

Sulfanilamide prevents complications in scarlet 
fever, although it has little apparent effect on the 
disease. 

Pleurisy and empyema, of streptococcic origin, 
are favorably influenced. Ludwig’s angina has been 
cured with the drug. 

In puerperal sepsis, the use of prontosil has low- 
ered the mortality rate from 22 percent to 8 per- 
cent. Of mastitis cases treated with prontosil, 
only 1 in 20 needed incision. 

Vulvovaginitis, ophthalmia neonatorum, and 
gonococcic arthritis and urethritis have been treated 
with sulfanilamide, the results being dramatic in 
the first three conditions. 

Pneumonia and other pneumococcic infections 
may or may not respond well to sulfanilamide, so 
that serum therapy should be given with it. Sulfa- 
pyridine apparently has been more effective. 

Urinary tract imfections, of every type except 
that caused by Streptococcus fecalis, are affected 
favorably by sulfanilamide. 

There is much discussion as to its value in un- 
dulant fever or brucellosis. Reports from the island 
of Malta would indicate that it is of little value. 

Chemotherapy is much less effective in staphyl- 
ococcic infections, although localized infections may 
be cured. 

Malaria will respond well to sulfanilamide, in 
some instances. Trachoma has been cured in a sur- 
prising number of patients. 

Gas gangrene is markedly ameliorated or cured 
by sulfanilamide, which is also proving to be the 
best therapeutic agent in the treatment of chancroid. 

The dismal outlook for actinomycosis patients is 
brightened by the encouraging results of a few 
cases cured by the drug. 


*Am. J. Dis. Child., May, 1939. 


Venereal lymphogranuloma, refractory to most 
forms of treatment, responds well to sulfanilamide. 

Occasional reports have been found of success 
in treating typhoid and paratyphoid infections, 
bubonic plague, pemphigus, lupus erythematosus, 
chronic ulcerative colitis, osteomyelitis, and ap- 
pendiceal peritonitis. 

Sulfanilamide is of no value prophylactically, and 
has not given good results in the treatment of 
rheumatic fever, infectious and rheumatoid arthri- 
tis, tularemia, tuberculosis, Hodgkin’s disease, polio- 
myelitis, trichiniasis, pertussis, syphilis, influenza, 
and bacillary dysentery, 


Chicago, Ill. 


Joun Bicier, M.D. 
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Ulcerative Colitis 


It is only in the past few years that the enigma of 
ulcerative colitis has been solved. It is a compara 
tively rare disease, characterized by bloody diar- 
rhea, with a typical proctoscopic and roentgen-ray 
picture. There is a tendency to relapse and re- 
mit, and the prognosis is bad. 

This disease was chosen for psychiatric study 
because such patients refer its onset and relapses 
to “worry,” and they often appear mentally abnor- 
mal, even to the casual observer. 

Careful questioning of a large group of such pa- 
tients revealed that the disease usually began fol- 
lowing a mental upset or conflict, and that re- 
lapses occurred after emotional difficulties. 

Such patients are energetic, efficient, reliable, and 
overconscientious. As a result of unreasonable feel- 
ings of inferiority and an acute sense of their 
obligations, their sole aim in life is to achieve 
safety and security. They “bottle up” emotions 
and worry inwardly. Depression and shyness are 
common traits. Thirty-seven (37) of the 40 pa- 
tients studied presented psychologic and sexual 
maladjustments.—Brit. Med. Journ., Dec. 31, 1938. 


| 


Furunculosis of the External Auditory 
Canal 


Surcrons have practically given up routine inci 
sion of furuncles of the external auditory canal, 
and substituted fairly firm packing of the canal 
with sterile, wet gauze wicks. This change was 
followed, in my experience, by practical cessation 
of recurrences. 

The theory of incision to evacuate confined pus, 
though logical in other parts of the body, fails in 
furuncles of the auditory canal, because here we 
deal with an encapsulated collection of pus in a 
relatively rigid cartilagino-osseous canal, sur- 
rounded by an area of intense surface inflamma- 








344 





tion. By incision, we obey the surgical law of pro- 
viding exit to confined pus, but simultaneously 
open the gateways to wide pus formation, through 
surrounding vascular engorgment, to all parts of 
the canal.—P. D. Kerrison, M.D., in Am. J. Surg., 
Dec., 1938. 


[Many textbooks still glibly advocate the inci- 
sion of such furuncles, despite the technical diffi- 
culties of such a step, the intense pain involved, 
and the usual small amount of suppuration. Hot 
gauze packs of aluminum acetate often relieve pain 
and swelling rapidly.—Eb. ] 
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The Treatment of Apoplexy 


Is cases of fresh apoplexy, do not overtreat the 
patient. Do not be disturbed because the blood 
pressure is high. Do not attempt to reduce this 
pressure by nitrates or nitrites, as the result is 
transitory and the blood pressure and cerebrospinal 
fluid pressure will have returned to their original 
level, or higher, in thirty minutes. Such rapid 
changes in the fluid balance of the brain defeat 
nature’s attempt to treat this patient, and nature is 
the best physician in these cases, during the first 
day or two. 

The physician should concentrate his attention on 
symptomatic treatment of the heart (and even here 
do as little as possible) and the general care of 
the patient. Do not give intravenous infusions of 
dextrose. Clysis or the Harris drip, if it will be 
retained, is to be preferred. 

When the patient regains consciousness and real- 
izes that he has had a “stroke,” anxiety intro- 
duces fears, and we have the element of worry to 
treat. Do not keep these patients in bed too long. 
Take the patient into your confidence and explain 
what has happened. Tell him that improvement in 
function may be rapid for three or four weeks, but 
that it will continue for many months, at a slower 
rate. Do not hesitate to use physical therapy, be- 
cause it will not only benefit the circulation and 
the muscle tone, but also the morale of the patient. 
Teach these patients exercises. Do not allow them 
to become inactive. Insist that the patient is not an 
invalid; he is disabled, not sick—O. C. Perkins, 
M.D., in N. Y. S. J. M., July 1, 1939. 


| — | 


Urinary Incontinence in Women 


Urinary incontinence following laughing, cough- 
ing, urgency, and aggressive intercourse, is so com- 
mon in women that it is often not complained of, 
unless the physician directly asks about it. 
Incontinence not caused by severe injuries of de- 
livery, may be relieved by development of the vol- 
untary urethral sphincter and the levator ani 
muscles. Calisthenics, horseback riding, and vol- 
untary interruption of the stream while urinating 
strengthen the sphincteric muscles. During inter- 
course, the muscles surrounding the vagina should 
be contracted intermittently. A period of time will 
be required before definite results are obtained, be- 
cause these undeveloped muscles fatigue rapidly. 
Urgency due to venous stasis may be relieved 
by applications to the trigone and by the knee- 
chest position. With the patient in this position, 
the abdominal muscles are contracted in a wave- 
like manner, beginning in the region of the pelvis 
and ascending to the chest. 
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Careful surgical repair may be necessary if 
childbirth injuries have lacerated the urethral sup- 


ports—J. W. Davies, M.D., in S. G. & O., Sept., 
1938. in 


Sulfanilamide and Related Compounds 


S utrapyrwine, or 2 (para-aminobenzenesulfona- 
mido) pyridine, is also marketed under the names 
“Dagenan” and “M & B 693.” 

Sulfanilamide is known also as Streptocide, Sul- 
famidyl, Sulphonamide P, Prontosil album, Pronty- 
lin, and Deseptyl. 

The original prontosil has been discussed as 
Prontosil flavum or red Prontosil, Prontosil tab- 
lets, Rubiazol, and Sulfamidochrysoidine. Neo- 
prontosil is the term that has been designated by 
the American Medical Association’s Council on 
Pharmacy and Chemistry to cover prontosil, pron- 
tosil soluble, prontosil S, prontosil solution, and 
Streptozon—J. A. Bicrer, M.D., in Am. J. Dis. 
Child., May, 1939. - 


Look for FACTS AND COMMENTS among 
the advertising pages at the back. 
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Fractures of the Fingers* 


Is the treatment of phalangeal fractures, it is im- 
portant to realize the anatomic fact that the pos- 
terior osseous wall of the flexor tendon sheath of 
the fingers is formed by the anterior surface of the 
proximal and middle phalanges; thus it is obvious 
that any forward angulation will diminish the space 
of the tunnel and cause serious interference with 
the working of the flexor tendons. Any anterior 
angulation must be fully corrected. 

Flexion is the position of choice for any fracture 
of the proximal or middle phalanx, and for dislo- 
cation or fracture dislocation. When the finger is 
flexed, lateral mobility and rotation practically 
cease, so that immobilization is effective. When a 
finger is immobilized in extension, stiffness of the 
knucklejoint follows. 

Reduction is affected by long-axis traction of the 
affected finger, which must be maintained until the 
fracture is securely fixed, while an assistant sup- 
plies countertraction to the upper part of the fore- 
arm. Such a procedure corrects any overlap of 
the fragments, while local pressure at the site of 
the fracture (antero-posteriorly and laterally) will 
correct any displacement. A padded metal splint is 
bent to conform to the front of the distal three- 
fourths of the forearm, the wrist, and the affected 
finger. The finger is fixed to the splint by adhesive 
tape or by plaster and the splint retained on the 
forearm by plaster of Paris. 

A fracture of the terminal phalanx should be im- 
mobilized on a straight, thinly-padded, metal splint, 
slightly wider than the finger, extending from the 
tip of the finger just to the metacarpophalangeal 
joint, and retained there by adhesive taping. If 
there is a “chip” fracture of the dorsal aspect 
of the base of the terminal phalanx, the finger 
should be splinted in the same manner, except that 
the tip of the finger should be slightly hyperex- 
tended, to avoid “mallet” or “drop finger.” 





*Brit. M. J., Oct. 10, 1938. 
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From four to six weeks of immobilization 
should be allowed. During this period, the unaf- 
fected fingers should be freely used; the patient 
should be told that the more the unsplinted fingers 
are used, the quicker the function of the hand 
and the splinted fingers will be regained. 


Davip Trevor, M.S., F.R.C.S. 
=) 


“Time Will Clear Up the Diagnosis” 


Nor long ago, a man of 37 years was presented 
to a clinic group for discussion, at a County hos- 
pital. For eighteen months, he had been suffer- 
ing with fever and chest pain. 

Physical and roentgen-ray examination revealed 
a lesion in the left lower pulmonary lobe. The 
tuberculin test was positive. 

A long discussion ensued as to the differential 
diagnosis between basal tuberculosis and _ atelec- 
tasis (collapse) of the lower lobe. Inasmuch as the 
atelectasis might be due to a tumor, a foreign 
body, bronchial stenosis, or tuberculosis, broncho- 
scopy was suggested to clear up the diagnosis. 

At this point, a physician arose to remark, “Time 
will tell. There is no need to hurry the patient 
into uncomfortable measures for diagnosis.” 

Another physician turned to him and said, “If 
you had been sick for a year and a half, what 
would you think of a doctor who advised you to 
lie around and wait for months, because he would 
not take all the diagnostic steps? 

“All patients die or get well eventually. If the 
doctor is going to do nothing to help them, of what 
good are all the advances in diagnosis and treat- 
ment? This man may have a small tumor in the 
lower bronchus that can be destroyed with dia- 
thermy, or a foreign body that can be removed 
in a few minutes. If the lower lobe is riddled with 
bronchiectasis, a thoracic surgeon can remove it 
and cure the patient, with no greater operative 
risk than if he removed a badly infected gall- 
bladder.” 

The physician who is sick demands that every 
step be taken to ensure a complete, correct diag- 
nosis. The physician who is well should be just 
as insistent that his patient receive every benefit 
that medical science can give him. 

If you can proceed no further because of lack 
of specialized knowledge or equipment, tell the pa- 
tient so. He will think more of you. It is only 
the little man who is afraid to call for consulta- 
tion. It is only the thoughtless man who lets his 
patient wait, and wait—for what? 

R. L. Gorrett, M.D. 
Clarion, Ia. 
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Treatment of Sinus Infections 


Tue chief aim of any nasal treatment is ventila- 
tion, drainage, and eradication of infection. Ephe- 
drine and its related compounds have no slowing 
effect upon the cilia, and at the same time are ac- 


tive in opening the ostia of the sinuses. Cocaine 
solution stronger than 5-percent, and epinephrine 
solution stronger than 1:10,000, slow the ciliary 
beat immediately and stop it in a few minutes, 
usually permanently. 

The much maligned medicine dropper is the 
most effective means of applying solutions to the 
nose. It is significant that agencies interested in 
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the prevention of poliomyelitis report that fluids 
introduced into the nose with a dropper reach the 
cribriform plate when other methods fail (and prove 
it with roentgenograms). 


In my experience, dilute solutions of ephedrine 
(one-half and one percent, in physiologic saline so- 
lution), introduced into the sinuses at frequent in- 
tervals (every other day), constitute the best sin- 
gle remedy in the long-protracted, subacute and 
chronic types of sinusitis. Displacement treatments 
are the method of choice. Oils should not be used. 
—ARrRTHUR Proetz, M.D., in A.J. Surg., Oct., 1938. 


= 


Epinephrin in Bowel Spasms 


T ue chief symptom in asthma is bronchospasm, 
caused by irritation of the vagus nerve, conveyed 
to the bronchial muscles through its motor fibers. 
Adrenalin (epinephrin) relieves such spasms. 

Since the vagus also supplies the bowel and 
other hollow abdominal viscera, it seems reason- 
able to suppose that epinephrin should relieve 
spasms in such muscular organs—and it actually 
does so, when given hypodermically, in doses of 
from 2 to 10 minims of the 1:1,000 solution. 

On this basis, a number of cases of pylorospasm, 
enterospasm, bladder and ureteral spasms, and 
other vagospastic conditions in various organs, were 
treated with injections of Adrenalin (generally not 
more than 5 minims), repeated as required. The 
results, in most cases, were dramatic, and persisted 
considerably longer than those following the use 
of this drug in asthma. In fact, repeated injections 
seemed to have a curative effect in some cases. 

Every patient should be carefully studied to find 
out the cause of the spastic condition, which should 
then be treated as required: but in the meantime, 
this harmless remedy may give marked relief of 
pain, for which the patient will be grateful. — 
James THursToN Worre, M.D., in South. Med. & 
Surg., April, 1939. 


= 


Effects of Tobacco* 


Many Americans, who are constantly “out of 
voice,” are suffering from a low-grade, chronic, 
hypertrophic laryngitis, resulting from a socalled 
tobacco cough. The number of persons who are 
allergic or sensitive to tobacco averages about 9 
percent in the average run of patients. Those with 
peptic ulcer, angina pectoris, and coronary scler- 
osis react in much higher percentages. Practically 
every patient with thrombo-angiitis obliterans was 
sensitive to tobacco. 

Tobacco eczema; circulatory and respiratory dis- 
comfort; local irritation of the tongue, pharynx, 
larynx, and trachea; ambylopia; tinnitus; nerve- 
type deafness; “heartburn”; pseudo-ulcer; cardio- 
spasm and pylorospasm; inhibition of hunger and 
lessened appetite and gastric secretion; colonic ir- 
ritability ; tachycardia; shrinking of the turbinates 
(transient) ; contact ulcer of the larynx; tremor; 
and constipation have been found to be often 
caused by tobacco. Nicotine does little harm, ex- 
cept in cases of ambylopia and nerve deafness; 
rather, it is the irritating, tarry oil which is com- 
posed of nicotine and pyridine bases, and which 
may largely be removed by a filter. 


*Dis. Chest, June, 1939. 
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Treatment: The allergic case will have the entire 
tobacco syndrome (lack of poise, tremor, poor ap- 
petite, and a tendency to constipation), and he 
may show evidence of other respiratory pathologic 
disturbances. Tobacco and alcohol should be en- 
tirely withdrawn and out-of-doors exercise, fresh 
air and sunshine prescribed. Vitamins A, B, and 
C are routinely prescribed. 

In cases of severe mucous membrane change, 
sodium nitrate should be used, as in thrombo- 
angiitis obliterans. Internal administration of the 
iodides will liquefy the tenacious mucus accumu- 
lations. If a patient will not discontinue smoking, 
he may temporarily use pure Turkish tobacco, 
which contains practically no hygroscopic agents 
and but little moisture. In time, however, a sensi- 
tization will develop to this tobacco also. 

C. B. Hottts, M.D., F.A.C.S. 

Philadelphia, Pa. 
= 


Look for THE LEISURE HOUR among the 
advertising pages at the back. 


eS 


Testosterone Propionate in the 
Menopause 


By administering from 30 to 50 mg. of testoster- 
one propionate, I was able to ameliorate, completely 
or almost completely, the symptoms of the meno- 
pause. There were no instances of itching or dis- 
charge due to the male sex hormone. Several 
younger women who had had a surgical menopause, 
with resulting markedly severe symptoms, re- 
sponded fully as well as those in whom the meno- 
pause was spontaneous. The injections produced 
no effect on the breasts, in that no patient com- 
plained of mastalgia. One patient with arthritis 
accompanying the menopause was benefited. — L. 
Kurzrox, M.D., in Endocrinol., March, 1939. 


[Papanicolaou, in the same journal, reports that 
testosterone propionate definitely suppresses men- 
struation. Other authors report that heavy doses 
of such androgens result in masculinization. In 
moderate doses, the use of testosterone propionate 
is inexpensive and may well bring about quicker 
results than the present-day prolonged administra- 
tion of estrogenic substances.—Eb. } 

oS 


The Tiltable Bed 


Tue tiltable bed promises to be one of the greatest 
boons to patient, nurse, and doctor that has emerged 
in this era. Its machinery is simple. It is pivoted 
at the center and, by the turning of a handle, the 
head may be tilted upward or downward. No doubt 
a bed will one day be made which can also be 
tilted from side to side. 

There are many uses: In surgical wards, it will 
do all those things which putting blocks at the end 
of the bed has hitherto done badly. It is possible 
to use the patient’s body as a counter extension. 
without fixing his leg by a complicated series of 
pulleys and cables. It can be used to produce arti- 
ficial respiration by the impact and recoil of the 
abdominal contents on the diaphragm. The head- 
down position is of value in influenzal pneumonia 
cases, which otherwise may drown in their own 
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secretions. The “death rattle,’ caused by the pres- 
ence of mucus in the trachea which the patient is 
unable to expel, may be prevented or cured. If a 
patient should inhale medicine, food, or fluid, the 
tiltable bed would be of value. 

There is one word of warning: The circulation 
should be carefully watched, if a patient with a 
fatty heart and full abdomen is placed in the head- 
down position. — Med. World (Lond.), May 12, 
1939. 
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Vitamin B and Liver in Chronic 
Diarrheas 


C uronic diarrheas of unknown etiology may re- 
spond almost specifically to the administration of 
vitamin B;. Many cases will respond to oral ther- 
apy, but some require treatment by injection. 

A number of patients suffering from constipation, 
predominately of the atonic type, occasional short 
bouts of diarrhea, mucus in the stools, and varying 
degrees of abdominal distress, gas, and general ex- 
haustion (“mucous colitis”) respond favorably to 
treatment with vitamin B:. 

Liver extract injections will cause a remission 
of ulcerative colitis. The extract should not be 
too concentrated, as an unknown factor is thus 
lost—Garnett CHENEY, M.D., in Am. Jour. Dig 
Dis., May, 1939. 





[It is well known, clinically, that the highly con- 
centrated liver extracts are not so effective in 
treating certain conditions as are the less refined 
ones. For that reason, the 10 and 15 unit per cc. 
liver extracts, while exceedingly valuable in the 
treatment of pernicious anemia, do not give such 
good results in the treatment of neuritis, fatigue, 
secondary anemia, coma, et cetera.—Ep.] 

eS 


The Neurotic Patient* 


T ue neurotic patient does not wish to be told that 
he or she is “well.” The physician should not dis- 
agree with the patient’s diagnosis; rather he should 
enable the patient to understand himself better 
Do not deal with individual symptoms, but with 
the patient’s general condition. 

Autotherapy is the best psychotherapy. The neu 
rotic patient is his own best physician. He has 
been thrown back on himself by some upset in 
the stream of life. The cause of the upset has been 
forgotten, but its effects appear in the form of 
mental or physical symptoms. If asked directly, 
the patient usually does not remember the etiologic 
incident. The ordinary history of such a patient 
reveals only physical symptoms, not moods. 

Is the individual integrated, happy in his en- 
vironment, in his religion? The patient’s culture 
and social and personal aspects can be learned 
only with patience, perseverance, and time. Every 
organ should be discussed and a thorough exam- 
ination performed, as neurotic patients may have 
organic disease. Do not examine in a prejudiced 
frame of mind nor in a superficial manner—the 
patient will feel that he is being slighted and or- 
ganic disease may be overlooked. 

Do not operate to remove symptomless pathologic 


“Abstract (by R.L.G.) of a paper presented before the 
Des Moines Academy of Medicine, April 28, 1939. 
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conditions in an attempt to improve symptoms. An 
operative scar often makes a neurotic patient worse. 
A temporary improvement is often noted, and the 
physician is deluded into the belief that the opera- 
tion has been effective. This improvement follows 
the sympathy shown by friends and relatives, the 
period of rest, and freedom from the causative 
factor of the mental unrest. As soon as the patient 
is confronted with the original distressing situ- 
ation, the neurosis will reappear. 

The Weir Mitchell method of treatment—rest 
and forced feeding—is of great value in the treat- 
ment of the fatigued and malnourished patient. 

Illness means a financial loss to the patient. He 
does not wish to be ill. He knows himself best, 
and will gain in self confidence as he understands 
himself better. 

Tom B. THrockKMmorton, M.D. 

Des Moines, Ia. 
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Shoulder Injuries 


Tue patient who has suffered a rupture of the 
supraspinatus tendon complains of: (1) pain in the 
shoulder, sometimes referred to the insertion of 
the deltoid; (2) painful, limited internal rotation 
of the arm; and (3) inability to abduct the arm. 
On examination, it is found that passive abduction 
is full and almost painless, and that there is a 
tender spot above the greater tuberosity of the 
humerus. 

Patients with partial ruptures of the supraspin- 
atus tendon always recover their function and lose 
their symptoms, but this recovery may take up to 
six months. A complete tear usually results in 
permanent disability. 

Treatment of partial ruptures: Heat, which re- 
lieves the pain, should be applied frequently; the 
arm should be kept in a sling; active abduction 
should not be carried out, except with assistance; 
gentle, progressive movements, which improve the 
condition. No manipulation should be undertaken 
until there is no local tenderness remaining and the 
patient can sleep lying on the affected shoulder. 

Treatment of complete rupture: Incision of the 
shoulder and suture of the ruptured tendon ends.— 
V. H. Ettts, F.R.C.S., in Proc. Royal Soc. Med., 
March, 1938. 


[E. A. Codman, of Boston, first popularized the 
subject of supraspinatus tendon rupture and has 
since covered this topic very thoroughly in his 
book, “The Shoulder.” He has proved, by com- 
parative figures, that early suture of the tendon 
will prevent long periods of disability —Eb.] 

S 


Painless Closure of Superficial 


Wounds 


T ue skin surrounding the superficial wound is 
wiped dry, and compound tincture of benzoin is 


painted-on the skin and permitted to dry. The 
strips of adhesive to be used are flamed, so that 
they will adhere to the painted skin for at least 
ten days, without irritation or appreciable loosen- 
ing. 

Strips of adhesive are cut about % inch wide and 
long enough to project about 44 inch beyond the 
ends of the wound. If the wound is large and 
gaping, wider adhesive should be used, for the ten- 
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sion placed on it can be increased if there is a 
broader base. These strips are placed on the pre- 
pared skin, about % inch away from the wound 
edges, and as nearly parallel to them as possible. 
The adhesive strips are then sutured together with 
surgeons silk or sterile household thread. 

The suturing is begun outside the end of the 
laceration. A bite is taken on the edge of the ad- 
hesive on the side proximal to the wound, and a 
continuous suture is run from one adhesive strip to 
the other. As each bite is taken and drawn tight, 
the edge of the adhesive through which the suture 
was just passed is gently pressed down with a 
fingertip or thumb forceps, to prevent slipping and 
avoid the necessity of keeping the suture under 
tension. As the thread is drawn tight, the wound 
edges are approximated. 

Do not leave an elevation of the adhesive near 
the wound for the insertion of the sutures. The 
needle is simply slipped between the skin and 
superimposed adhesive without disturbing the bond 
between the two. In the case of irregular lacera- 
tions, where sharp angles or corners of tissue must 
be approximated, a preliminary angle strip should 
be sutured. — M. Gosts, M.D., in Am. J. 
May, 1939. 


Surg., 
= 
The “Rheumatic” Knee 


Discomrort on full movement of the knee may in- 
dicate adhesions around the joint. If an area of 
exquisite tenderness is discovered, usually near the 
margin of the bone, it should be injected with Nov- 
ocain (procaine). Manipulation may be necessary 
to overcome some degree of limitation of move- 
ment. 

Increasing weight is definitely responsible for 
traumatic arthritis or “rheumatism” of the knee. 
A sudden lowering of the heel that is habitually 
worn, is often enough to produce “rheumatic” 
symptoms in a knee, which will remain until a heel 
of adequate height is prescribed. 

Four other conditions may resemble a rheumatic 
knee: 

1—The patient may complain of most intract- 
able, severe pain in the knee, when the cause of it 
is really a sensitive fibrositic deposit in the muscles 
of the calf just behind the internal border of the 
tibia, high up towards the knee joint, and when 
this has been cleared away by friction, the knee 
will often be found perfect. 

2.—On the outer side, insufficiency of the ilio- 
tibial band may produce similar symptoms. Not 
only will the sensitive area be felt just above the 
joint level, but also in the middle of the thigh and 
above the great trochanter. Stretching by exer 
cises, or perhaps lengthening of the band by open 
tenotomy, is the only hope of relief. 

3—It must never be forgotten that rheumatic 
aching in the knee is often the first sign of osteo 
arthritic changes in the hip, or of tuberculosis, in 
the young. 

4—The tibio-fibular joint is a perfectly normal 
joint, with cartilage and synovial membrane, and 
any undue strain upon this joint is liable to cause 
the two joint surfaces to “seize up” upon one an- 
other, usually when the head of the fibula is moved 
backwards on the tibia. Relief can be obtained by 
pushing the head of the fibula forward. — JAMEs 
MENNELL, M.D., in Brit. J. Rheum., June, 1939. 
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The Squatting Position During 
Delivery 


I wave attended a number of native women during 
labor, and have found that no preventative meas- 
ures are taken to save the perineum, and yet it is 
seldom that a laceration is seen. In some Euro- 
pean cases, where I have noticed that the second 
stage of labor was rather slow, I have advised 
the patient to adopt the squatting position, with 
good results. In the nervous patient, who uses 
the perineal muscles to resist the expulsive force 
of the uterine contractions, this position helps to 
decrease this resistance. It may be possible that 
the fetal head is forced more towards the pubis 
and flexion is maintained until the occiput comes 
to lie under the symphysis. — B. Morris, M.B., 
B.Ch., in Med. World (Lond.), March 31, 1939. 


[As Mr. Morris suggests, “meddlesome obstet- 
rics” has no part in native deliveries. One elderly 
primipara, seen recently, was in mild labor for 
two days without accomplishing any progress and 
little cervical dilatation. She was driven one hun- 
dred and fifty miles for consultation. During most 
of the trip, she sat up. After a fifteen-mile stretch 
of rough roads, the pains became harder. She was 
delivered, with the aid of low forceps, in five 
hours. If she had been allowed to continue in her 
comfortable bed, delivery with high forceps or Ce- 
sarean section might have been undertaken. Those 
physicians who have taken malpresentation cases 
from the country to the hospital are frequently 
ata to find that spontaneous labor follows.— 

& 


Symptoms of Sulfanilamide Toxicity 


Symptoms of toxicity of sulfanilamide are: (1) 
Anemia, usually moderate, but occasionally of a se- 
vere, hemolytic type; (2) agranulocytosis and leu- 


kopenia; (3) leukocytosis; (4) rash (macules or 
papules on the face and extremities; occasionally, 
urticarial wheals and pruritus); (5) fever. 

Mild toxic reactions are nausea, vomiting, ab- 
dominal pain, diarrhea, increased urination, anor- 
exia, malaise and weakness, dizziness, vertigo, tin- 
nitus, tingling sensations, mild psychosis or disori- 
entation, and cyanosis. Little attention is paid to 
cyanosis, as it occurs in almost half of those taking 
sul fanilamide. 

Severe toxic reactions are rare, and include 
hyperpyrexia, rash, shock, jaundice, sulfhemoglob- 
inemia, methemoglobinemia, anemia, leukopenia and 
agranulocytosis, optic neuritis, peripheral neuritis, 
and psychosis. 

Sulfanilamide is contraindicated in the presence 
of a low hemoglobin level, severe renal damage, 
hepatic damage, jaundice, leukopenia, neutropenia, 
or any previous untoward reaction to the drug. 

Sulphates and aniline-group drugs (including 
magnesium sulphate) must not be given at the same 
time, because of their tendency to cause sulfhem- 
oglobinemia, methemoglobinemia, and neutropenia. 
Morphine, codeine, and other drugs in common 
use, may also be given with sulfanilamide, if close 
observation of the patient is possible-—J. A. B1GLEr, 
M.D., in A. J. Dis. Child:, May, 1939. 
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Sulfanilamide in Gonorrhea 


Ix 72 cooperative patients with acute and chronic 
gonococcal infections of practically all regions thus 
affected, treatment with sulfanilamide resulted in 
“cure” in 87.5 percent. For the most part, treat- 
ment consisted of sulfanilamide only, but in some 
refractory cases local instillations were used in 
combination with sulfanilamide. 

In a study of 55 patients with gonococcal in- 
fections, granulocyte counts revealed an extremely 
variable response, but in no case was a marked 
granulocytopenia observed. The changes in Schill- 
ing count in the series of cases studied were un- 
important and gave no indication of what to expect 
in the white cell count. 

Age, chronicity, and site of infection apparently 
did not materially influence the response to sul- 
fanilamide. 

The results of this study suggest that it is 
feasible to treat gonorrhea in clinics by the use 
of sulfanilamide. The time required for cure and 
the ultimate results are far superior to those of 
other known methods of treatment. Fear of 
agranulocytosis seems to be exaggerated, but rou- 
tine blood counts should accompany treatment in 
order to forestall this complication—Drs. W. H. 
Y. Situ, C. K. Wet, and B. C. Biron, in Ven. 
Dis. Inf., May, 1939. 


The Prognosis of Vascular Renal 
Disorders in Subsequent Labors 


Ectampesia: Subsequent pregnancies will be nor- 
mal in 40 percent of the eclamptic patients, and 
complicated by a recurrence or exacerbation of the 
hypertension, albuminuria, or edema in 40 percent. 
Less than 10 percent will have a recurrence of the 
eclampsia. More than 37 percent of the eclamptic 
patients had vascular renal disease, indicated by 
hypertension. No evidence of chronic glomerulone- 
phritis was found in any of our eclamptic patients. 


Nonconvulsive toxemia of pregnancy: Subse- 
quent pregnancies will be normal in at least 30 


- percent and probably 40 percent of the toxemic 


patients, and complicated by a recurrence or exacer- 
bation of the hypertension, edema, and albuminuria 
in from 50 to 70 percent. 


I believe that true eclampsia and pre-eclampsia 
do not cause permanent vascular or renal damage 
and that, where such damage occurs, either the 
condition was not eclampsia or these diseases were 
superimposed on a patient with a predisposition to 
hypertensive arterial disease. 

The fetal mortality is more than 25 percent in 
all pregnancies after eclampsia, and 15 percent 
after nonconvulsive toxemia. 


Eclampsia and pre-eclampsia are diseases peculiar 
to pregnancy. They rarely occur without premon- 
itory signs of excessive or too-rapid gain in weight, 
edema, abnormal increase in blood pressure, hyper- 
tension, or proteinuria. Either disease may recur, 
but such a repetition should always suggest vas- 
cular renal disease—W. J. DrecKMANN, M.D., in 
Am. J. Obst. & Gynec., May, 1939. 


—_ 
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Undiagnosed Hypothyroidism 


@ Hypothyroidism frequently goes undiagnosed 
for five to twenty years. It is frequently confused 
with chronic nephritis, on account of the urinary 
findings (albumin in considerable amount, with or 
without granular and hyaline casts); arthritis, on 
account of the joint and muscle pains and stiffness ; 
myocarditis, due to the cardiac enlargement and 
insufficiency ; and some types of anemia and neuras- 
thenia—J. C. Meaxtns, M.D., in “The Practise 
of Medicine” (C. V. Mosby Co.) 


Cough and Pain 


@ Cough and pain are not symptoms of pulmonary 
disease per se. Cough is an upper bronchial reflex, 
principally initiated about the bifurcation of the 
trachea. Pain is usually due, when accompanying 
diseases of the lungs, to secondary lesions of the 
pleura—J. C. Meaxrtns, M.D., in “The Practice 
of Medicine” (C. V. Mosby & Co.) 


Chronic Brucellosis (Undulant Fever) 


e@ A large group of school children, ranging in 
age from 4 to 19 years, were tested with brucell- 
ergin intradermally. Nine percent (642 children) 
gave a positive test. On questioning, it was learned 
that twice as many of these children as a negative 
control group had nervous symptoms (depression, 
irritability, emotional instability), “rheumatic pains 
and neuritic aches,” headaches, constipation, and 
fever. A follow-up study, made one year later, 
indicated that half of this group were much im- 
proved by treatment. It is apparent that chronic 
undulant fever (brucellosis) is being frequently 
overlooked. — F. E. Ancte, M.D., F.A.C.P., in 
Ann. Int. Med., Feb., 1939. 


Whooping Cough 
@ Whooping cough has been known to occur in 


babies a day old, and in individuals of 80 years.— 
Science News Letter, Jan. 21, 1939. 


Early Diagnosis of Empyema 


@ Empyema may be recognized in its earlier stage, 
while the exudate is still serous. The cells from 
the exudate are stained by Olesen’s supravital 
staining method. Living leukocytes absorb the neu- 
tral red in their granules, while dead leukocytes 
cannot be stained in the weak solution used. In 
the exudate from seven cases of pleurisy, between 
22 and 100 percent of the leukocytes could not be 
stained, and in these cases empyema developed in 
from two to sixty days. In 101 cases in which all 
the leukocytes were stained, no empyema oc- 
curred.—M. Otesen, M.D., in Nord. Med. Tidskr., 
Jan. 7, 1939. 
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Indigestion After Exercise 


@ Indigestion which occurs after exercise should 
be carefully studied. Low chest or upper abdom- 
inal pain, fullness, distress, and belching are the 
chief complaints, but analysis reveals that these 
symptoms develop only when an extra load is 
thrown on the circulatory apparatus, typically 
when some even quite moderate exertion is at- 
tempted soon after a meal. Rest always results in 
relief. If the patient does no physical work after 
meals, it will be found that he can digest practically 
all foods readily and without distress. Early 
coronary sclerosis may be diagnosed with such a 
history. An accurate diagnosis at this stage is very 
important, because coronary thrombosis may be 
prevented or postponed.—W. M. BALLINGER, M.D., 
in Ann. Int. Med., Feb., 1939. 


The Significance of 
Dark Menstrual Blood 


@ Cervical stenosis may be first indicated by a 
prolonged, diminished, black, tarry flow of men- 
strual blood, and occasionally by metrorrhagia. As 
the cervical narrowing becomes complete, amenorr- 
hea and painful genital tract disturbances begin. 
Dysmenorrhea, with abdominal pains, is a common 
complaint.—P. Bernstein, M.D., in Am. J. Obst. 
& Gynec., Jan., 1939. 


Pyelonephritis of Pregnancy 


@ The pyelonephritis of pregnancy is a more 
serious disease than is generally believed. It 
accompanied by a low maternal mortality, but a 
considerable fetal mortality. Early relief of tox- 
icosis, by ureteral catheterization, is the safest and 
most effective means of controlling the local in- 
fection and of diminishing both maternal and fetal 
death rates. The incidence of spontaneous abortions 
is greater in cases treated palliatively than in those 
treated by ureteral catheterization. I believe that a 
considerable proportion of bacterial lesions in mid- 
dle-aged women, demanding nephrectomy, are end- 
products of pyelonephritis of pregnancy and the 
puerperium.—Lron Herman, M.D., in Penn. Med. 
J., May, 1939. 


is 


Axioms of Syphilis 


@ Most socalled soft chancres are hard chancres, 
and a gonorrheal infection may obscure a coex- 
isting syphilitic infection. A negative Wassermann 
test does not rule out syphilis. as it is only one 
of the signs of syphilis. The fixed pupil can mean 
practically only one thing—cerebral syphilis (nos- 
sible exception of encephalitis). A negative blood 
and a negative cerebrospinal fluid test does not 
necessarily rule out cerebrospinal syphilis—W. C. 
Stoner, M.D., in Urol. & Cutan. Rev., Jan., 1939. 
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The Treatment of Axillary Sweating 


@ The sweating axilla should be washed with soap 
and water, then rinsed thoroughly with lukewarm 
water, and carefully dried. The area is then dabbed 
with a 3-percent solution of acetic acid in eau-de- 
cologne and powdered with this powder: 
B Acid salicyl. 1.0 Gm. 
Acid tartaric _— 
Acid boric a” 
Zinci oxidi a5” 
Rad. irid. pulv. 5 ” 
“Protectors” that are not porous, should not be 
used.—Med. World (Lond.), June 23, 1939. 


Treatment of Otomycosis 


@ Lesions of the external auditory canal due to 
fungi usually respond to applications of a 2-percent 
solution of salicylic acid in alcohol. In resistant 
cases, the use of a 3-percent copper sulphate solu- 
tion, instilled into the canal and allowed to remain 
for one-half hour, four times daily, combined with 
daily cleansing resulted in a cure—RALPH ALMOUR, 
M.D., in N. Y. S. J. M., Jan. 15, 1939. 


The Prevention of Tetanus 


@ Tetanus toroid may be given to permanently 
protect against tetanus. All members of the French 
army have been thus protected. The day is not far 
off when all of our children will be protected. By 
the use of multiple toxoid mixtures, prophylaxis of 
several diseases may be simply attained—M. L. 
Mason, M.D., Chicago, III. 


Prontosil in 
Biliary Tract Inflammations 


@ The favorable results reported in the use of 
Prontosil in pyelitis and cystitis suggested the use 
of this drug in biliary tract inflammation. The 
dose given is 1 to 2 tablets three times daily, by 
mouth, or one or two intramuscular injections of 
5 cc. If the Prontosil is not borne well when ad- 
ministered orally, it should be given by injection 
only. The fever diminishes, local inflammatory 
signs disappear, and the jaundice clears. Prontosil 
may also be used in pre- and post-operative treat- 
ment.—Med. World, Feb. 10, 1939. 


Treatment of Iritis 


@ No eye infection seems to benefit quite so much 
from vaccino-therapy as does iritis. If the specific 
form of infection can be determined, so much the 
better, but in the absence of such diagnosis, a non- 
specific bacterin, or even whole milk, intramuscu- 
larly, practically always influences the course fav- 
orably.—E. E. N. T. M., Nov., 1938. 


Insulin in Dysmenorrhea 


@ Malnutrition has long been known as a con- 
stitutional cause for dysmenorrhea. I have followed 
a small series of cases for one-half year, giving 
regular insulin, 5 units daily before lunch, for from 
three to five days before each menstrual period, for 
two or three months. The cramplike pains of 
dysmenorrhea may be relieved at once with a single 
injection of from 5 to 7 units, together with a 
supply of carbohydrate. The sex glands of girls 
and women are stimulated by the use of insulin. 

Other authors have reported some relief of pain 
by the use of a high-carbohydrate diet preceding 
and during menstruation. Such therapy may stimu- 
late the pancreas to produce more insulin—EpNA 
a M.D., in Am. J. Obst. & Gynec., Jan., 
1939. 


Black Widow Spider Bite 


@ The treatment of black widow spider bite 
(arachnidism) consists of the administration of cal- 
cium gluconate intravenously (20 cc. of a 10-percent 
solution), which has almost a specific effect. The 
patient should be placed in a warm bath. The in- 
travenous administration of magnesium sulphate 
(20 cc. of a 25-percent solution) is of great help, 
in the rare cases when the other measures do not 
give relief—F. R. Taytor, M.D., in South. Med. 
& Surg., Jan., 1939. 


Migraine 
@ Patients with migraine should always be given 


a basal metabolism test. Those with readings from 
20 to 30 percent below normal are often relieved 


by thyroid therapy alone. Pituitary extract gave 
relief to patients with large bones, thick noses, 
and thick, grimy skins, whose headaches were 
usually associated with the menstrual periods, and 
accompanied by allergic stigmata. — Mary E. 
O’Sutiivan, M.D., in Endocrinology, March, 
1939. 


Anemia 


@ In view of the fact that the normal levels of 
hemoglobin and of the erythrocyte count vary from 
person to person, it is not always possible to know 
exactly how severe an anemia is. No anemia is too 
slight to warrant treatment, because it is always 
difficult to know just what secondary effects the 
anemia may have on other pathologic conditions 
present. The results may be as striking and miracu- 
lous in the patient with a mild, hypochromic anemia, 
as in the patient with pernicious anemia—W. P. 
Murpny, M.D., in “Anemia in Practice” (W. B. 
Saunders Company). 
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THE DOCTOR'S STUDY 


ew Goals 


Any book reviewed in these col- 
umns will be procured for our 
readers if the order, addressed to 
CLINICAL MEDICINE AND 
SURGERY, Waukegan, Ill., is ac- 
companied by a check for the 
published price of the book. 


Literature is the only self-sufficient pleasure available to 
human beings. 


Medical Diagnosis 
Chamberlain 


SYMPTOMS AND SIGNS IN CLINICAL MEDICINE, 
An Introduction to Medical Diagnosis. By E. Nose 
CHAMBERLAIN, M.D., M.Sc., F.R.C.P., Lecturer in 
Medicine, University of Liverpool; Physician to Out- 
Patients, Royal Liverpool United Hospital, Royal In- 
firmary Branch; Visiting Physician, Smithdown Road 
Hospital, Liverpool. With a Chapter on Children by N. 
B. Capon, M.D., F.R.C.P., Lecturer in Diseases of Chil- 
dren, University of Liverpool. Second Edition. 318 II- 
lustrations, 19 in Color. Baltimore: William Wood and 
Company, Division of the Williams and Wilkins Com- 
pany. 1938. Price, $8.00. 


VERY student and practitioner should have this 

book and consult it so frequently that he does 
not lose contact with the realities of physical exam- 
ination. If used regularly, it is almost as effective 
as a clinical postgraduate course. 

The general plan follows that of its older brother, 
Bailey’s “Physical Signs in Clinical Surgery” (one 
of the most worthwhile books on diagnosis ever 
published), in that various symptoms and signs 
are analyzed as to their cause, and physical signs 
are explained and exhibited in photographs. 

A helpful table for the tired practitioner lists 
common symptoms, each followed by questions to 
be asked and examinations to be carried out. 

Helpful pointers are given: In following a pa- 
tient with edema, a far more accurate guide to the 
elimination of fluid is offered by the patient’s 
weight than by palpating for edema; edema is often 
to be found over the sacrum, even after it has 
disappeared from the legs. 

The photographs of patients and diagnostic pro- 
cedures are clear and instructive. 


Fevers 


Ker 


KER’S MANUAL OF FEVERS. 
Ker, B.A., (Cantas.), M.B., Ch.B. (Eptn.), Senior 
Assistant and Deputy Medical Superintendent, Little 
Bromwich Hospital, Birmingham. Fourth Edition, Lon- 
don: Oxford University Press, Humphrey Milford. 1939. 
Price, $4.50. 


HE physician of nowadays is not confronted with 

so many difficult diagnostic cases of the con- 
tagious diseases as was his older predecessor, and 
thus lacks the sharp clinical acumen. This handy 
manual offers to him many practical points in dif- 
ferentiating measles, rubella, scarlet fever, small- 
pox, vaccinia, chicken pox, typhus, typhoid, diph- 
theria, erysipelas, pertussis, mumps, and cerebro- 
spinal meningitis. 


Revised by Frank L. 
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Every aspect of these diseases is covered in uc- 
tail, so that the book may be used for quick refer- 
ence when one is confronted by a puzzling or atyp- 
ical contagious disease. For example, measles un- 
dergoes a spontaneous remission of fever from the 
high of 101 to 103° F., present on the first day, to 
normal temperature, on the second or third day 
As such a curve is usually found in smallpox, Kop- 
lik’s spots must be found, or mild evidences of 
catarrhal inflammation of eyes and nose looked 
for. Even more diagnostically difficult is the case 
of measles that presents fever as the sole symp- 
tom for three or four days. 

The book is crowded with diagnostic points: In 
searlet fever, for example, a point of great assis- 
tance in doubtful cases is the finding of a dark-red 
line in the flexures of the joints, especially in the 
fold of the elbow. This line does not fade on pres- 
sure, but is well stained into the skin. The dura- 
tion of the rash, as apart from the staining, sel- 
dom exceeds four days. 

Bedside diagnosis is assumed to be all-impor- 
tant, and laboratory findings are properly relegated 
to second place. This is as it should be, for these 
diseases must be diagnosed almost entirely by sight 
and touch. 

The intern and young practitioner will find much 
of value in the condensed tables which briefly 
summarize the diagnostic points. 

Supplementary chapters on other causes of fever 
(undulant fever, sepsis) would make the work a 
complete monograph on fevers. 


=) 


Hypertension and Nephritis 


Fishberg 
HYPERTENSION AND NEPHRITIS. By Artuur M. 


Fisuperc, M.D., Associate in Medicine, Mount Sinai 

Hospital, New York City. Fourth Edition, Revised and 

Enlarged. Philadelphia: Lea and Febiger. 1939. Price, 

$7.50. 

HE outstanding characteristic of the work is its 

hardheadedness, its clinical tone, and its applic- 
ability. For example, this introductory statement: 
“The diagnosis of acute glomerulonephritis presents 
no difficulty in the typical case in which the urin- 
ary abnormalities are accompanied by edema or 
hypertension or both. But even under such cir- 
cumstances, the prognostically important question 
may arise whether the present illness is truly acute 
or an acute exacerbation of a chronic process. The 
presence of well-marked cardiac enlargement, in 
the absence of the symptoms of myocardial in- 
sufficiency, speaks strongly for chronic glomerulo- 
nephritis, for when the heart is notably enlarged 
in acute glomerulonephritis, there is usually other 
evidence of cardiac failure.” 

The book has been well revised and all the re- 
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cent work on nephritis has been included, except 
that the new and very promising treatment of am- 
yloidosis with liver extract is not mentioned un- 
der the treatment of amyloid kidney. 

The clinician will be especially interested in Fish- 
berg’s description of the treatment of hypertension. He 
considers each type of treatment that has been ad- 
vocated, with its results and rationale. The admin- 
istration of estrogenic hormone has accomplished 
little good in the reduction of arterial pressure, he 
states, and this observation is corroborated by those 
who have tried it. It may be of indirect value, in 
that it relieves the symptoms of the menopause. 
Venesection is of little value in the reduction of 
chronic hypertension, but of much value in many 
instances of cardiac failure and extremely violent 
headaches of hypertensive disease that resist all 
other measures. Fishberg feels that blood pressure 
should be lowered by various methods (mental and 
physical rest, drugs, diet, fluid restriction), as it 
is apparently not a compensatory mechanism. 

Every phase of the subjects is covered, includ- 
ing uremia, renal function tests, albuminuria and 
cylinduria, edema, azotemia; hypertension — its 
measurement, pathologic anatomy, and pathogen- 
esis, encephalopathy, and retinopathy; nephrosis, 
glomerulonephritis, focal nephritis; essential hyper- 
tension—concept, etiology, clinical picture, diag- 
nosis, prognosis and treatment; and renal and hy- 
pertensive disease in pregnancy. 

For the clinician, it would be difficult to praise 
this book too highly. 


= 


Principles of Hematology 
Haden 


PRINCIPLES OF HEMATOLOGY, With 100 IIlustra- 
tive Cases. By Russett L. Haven, M.A., M.D., Chief 
of the Medical Division of the Cleveland Clinic, Cleve- 
land, Ohio; Formerly Professor of Experimental Medi- 
cine in the University of Kansas School of Medicine, 
Kansas City, Kansas. Philadelphia: Lea and Febiger. 
1939. Price, $4.50. 


R. HADEN has thrown convention to the winds 
and devised an understandable, working text on 
disorders of blood physiology. Indeed, he is care- 
ful to postulate that there are no “diseases” of the 
blood, but rather physiologic disturbances. Treat- 
ment, therefore, covers departure from the normal. 
Of making a diagnosis, he writes picturesquely, “A 
single examination of the blood is only one view 
of a passing cavalcade, which is constantly receiv- 
ing reinforcements and constantly losing members.” 
A simple classification of blood disorders is 
given: (1) Those affecting the erythrocytes; (2) 
those affecting the leukocytes; and (3) those af- 
fecting the thrombocytes (platelets). 

To present the current views on blood formation 
and destruction in the various disorders, sketches 
are freely employed, which graphically illustrate 
these points. A splendid three-dimension photo- 
graph of erythrocytes visualizes the shallow, thin 
cells of hypochromic anemia, and the thick cells 
of congenital hemolytic icterus. 

Clinical points are driven home by brief, complete 
case histories of 100 hematologic patients. This 
book should become the most widely read text on 
blood disorders. 


= 


The New-Born Infant 


Stone 


THE NEW-BORN INFANT; A Manual of Obstetrical 
Pediatrics. By Emerson L. Stone, M.D., Associate 
Clinical Professor of Obstetrics and Gynecology, School 
of Medicine, Yale University; Attending Obstetrician and 
ynecologist, New Haven Hospital, New Haven, Con- 
necticut. Second Edition, Revised and Enlarged. 1938. 
Price, $3.00. 


HE new-born infant is usually accorded little 

thought immediately after the delivery and dur- 
ing the first few days of the puerperium. It is 
only after disturbing signs or symptoms appear 
that he receives any appreciable amount of med- 
ical attention. 

This book presents all the scientific material 
necessary in rationally diagnosing and treating the 
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abnormalities and diseases of the first six weeks 
of life. 

The use of resuscitative measures, early water 
replacement, and other measures; the diagnostic 
value of the various types of cry; feeding sched- 
ules and problems; intra- and extra-cranial in- 
juries ; acute and chronic infections ; diseases of the 
special systems (respiratory, digestive, genito-urin- 
ary, circulatory, hematopoietic, and skin) ; and de- 
tailed consideration of the premature infant make 
up the work. 

Careful revision has brought all references up 
to the moment. The general practitioner who has 
delivered hundreds, even thousands, of women safe- 
ly in their homes will not agree with much of the 
material presented on the advantages of the hos- 


pital. 
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Diets in Food Allergy 


Morgan 


YOU CAN’T EAT THAT! A Manual and Recipe Book 
for Those Who Suffer Either Acutely or Mildly (and 
Perhaps Unconsciously) from Food Allergy. By HELEN 
Morcan. Foreword by Dr. Watter C. Atvarez, M.D., 
of the Mayo Clinic. New York: Harcourt, Brace and 
Company. 1939. Price, $2.50. 


T HE physician who has struggled to make up 
diets for the allergic patient, or the patient be- 
lieved to be allergic, will breathe a sigh of relief 
when this book is at hand. It tells him what foods 
contain (so that the patient may be forewarned 
against tempting names); what food combinations 
may be used; and how to prepare appetizing meals. 
His office girl can type out a selected list of recipes, 
or the patient may be allowed to borrow the book 
and copy desired information. 

The introduction by Alvarez and the opening 
chapters, which present a general discussion of the 
field of allergy and stories of patients, are accurate, 
scientific, and genuinely interesting. The clinician 
who feels that all allergists are crackpots (and a 
few of them have given good reasons for sus- 
picion) will be well repaid by perusing these chap- 
ters. He may realize better the field of food al- 
lergy and the possibilities in its management, and 
his patients may be benefited thereby. 


= 


Dermatology and Syphilis 
Robinson 
PRACTICAL DERMATOLOGY AND SYPHILIS. B) 


Harry M. Rospinson, M.D., Professor of Dermatology 
and Director of the Syphilis Clinic, University of Mary- 
land School of Medicine; Instructor in Medicine, Syph- 
ilis Division, Johns Hopkins Medical School. Philadel 
phia: P. Blakiston’s Son and Company. 1939, Price, 
$4.50. 


MANY dermatology books are written by and for 
dermatologists, and the general practitioner is 
usually lost in the multitudes of synonymous terms 
and is unable to correlate his cases by study of 
the poorly classified and elaborately written de- 
scriptions of diseases. 

Dr. Robinson has written a very useful and un- 
conventional handbook. Each general group of 
symptoms (macular, papular, vesicular, and pust- 
ular eruptions; scars, atrophies, ulcers, and condi- 
tions affecting localized areas—scalp, bearded 
areas, mouth, nails, genitalia, feet and hands) is 
considered in a separate chapter, so that ready 
reference may be made to the possible skin diseases 
present. 

A scheme is followed in discussing each disease 
Sites of predilection, objective symptoms, subjec- 
tive symptoms, etiology, therapy, and differential 
diagnosis follow in as logical sequence as the diag- 
nosis of an actual condition. To those who are 
accustomed to digging through a lengthy, con- 
troversial text, to discover the few essential points, 
it will be a distinct relief to find an entire dis- 
cussion on one page, and to have it so readily 
subdivided. 

The illustrations, 439 in number, are unusually 
good. The only improvement that could be sug- 
gested is that a glossier type of paper might bring 
out details better. 
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To illustrate the simplicity of the work, angioma 
(birthmark) is presented in 19 lines. ‘‘Therapy: 
radium; carbon dioxide snow applied with pres- 
sure; sclerosing solutions injected deep into the 
base of the lesion.’ If special details are desired, 
a description of common medicaments and proced- 
ures is given in the introductory chapter. 


= 


Sex and Internal Secretions 
Allen 


SEX AND INTERNAL SECRETIONS; A Survey of 
Recent Research. Edited by Epcar ALten, Yale Uni- 
versity; Associate Editors, Cuartes H. DanFrortH, 
Stanford University; Epwarp <A. Dotsy, St. Louis 
University. With Foreword by Rosert M. YERKES, 
Yale University. Baltimore: The Williams and Wilkins 
Company. 1939. Price, $12.00. 


HE new second edition and third 

Allen’s monumental work contains some 1,300 
pages. No physician who aspires to use endocrine 
products intelligently in practice should be without 
it for reference. He will not need to read the pre- 
liminary matter on the biologic basis of sex, which 
concerns itself with the cytologic, genetic, and em- 
bryonic development of sex, except as he feels the 
need of a broader philosophical approach to the 
subject. 

The clinician will do well to read the section on 
physiology of the sex glands, in which he will find 
discussion of problems of endocrine function in 
pregnancy, functions of ovaries and testes and 
transport and viability of eggs and spermatozoa. 
The endocrine function of spermatozoa after insem- 
ination in the female is proved to be a foundation- 
less myth. Pregnancy cannot, in the opinion of 
these writers, be prevented by injection of sperma- 
tozoa or spermatotoxin, as was fondly hoped. 

More than 200 pages are devoted to a considera- 
tion of the pituitary hormones in the blood and 
urine. 

“Endocrine Applications in Man” should be read 
by every enthusiastic physician who believes that 
the administration of hormonal products is a 
cureall., 

Twenty-seven contributors have sifted the liter- 
ature of the past years to produce this magnificent 
volume. 

= 


printing of 


Iodine Metabolism and Thyroid 


Function 
Elmer 


IODINE METABOLISM AND THYROID FUNCTION. 
By A. W. Eumer, Institute of General and Experimen- 
tal Pathology, John Casimir University, Lwéw (Poland). 
605 Pages. London: Oxford University Press, Humph- 
rey Milford. 1938. Price, $10.00. 


M ANY papers have appeared in the literature in 

the past ten years which purport to discuss the 
place of iodine in the physiology and pathology of 
the body. Many of these are written by clinicians 
who are attempting to prove or disprove some clin- 
ical hypothesis, and are correspondingly biased and 
non-factual. 

Elmer’s monograph covers the entire field of the 
metabolism of iodine in health and disease. He be- 
lieves that iodine plays a double part in the met- 
abolism of the body, as an essential constituent of 
the thyroid gland hormone and as an ion in the 
body fluids and tissues. 

As one looks through the hundreds of references, 
the names of every investigator of note in this 
field appears. The bibliographic data cover almost 
60 pages, and are easily used by reference to the 
author’s name and date of publication. No conti- 
— favoritism has been shown in collecting 

ata. 

After a brief historical review, Elmer presents 
the accepted methods of iodine determination, in- 
cluding a micro-method of iodine determination 
used by himself; the physiology of iodine metab- 
mt and finally the pathology of iodine metab- 
olism. 

Every aspect of the physiology of iodine is cov- 
ered, including iodine in the whole organism, in the 
fluids (lymph, milk, blood, cerebrospinal fluid, 
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urine, feces, air, nasal secretions), and the basal 
balance of iodine metabolism. At many points, the 
discussion ranges into the clinical field—the fate 
of iodine-containing compounds when administered 
enterally and parenterally. Potassium iodide is 
well absorbed from the stomach and both the large 
and small intestine. Free iodine (such as is found 
in Lugol's’ solution, combined with potassium 
iodide) is not absorbed until it is converted into 
iodide. Lugol's solution is apparently not more beneficial 
than potassium iodide in the treatment of thyrotoxicosis. 
Of the various inorganic compounds, iodides are 
absorbed most easily (80 percent from the small 
intestine in two hours). 

Except in those patients suffering from diarrhea, 
it would seem futile to administer iodine paren- 
terally, as it appears in the blood stream within 
from 30 to 60 minutes after its oral administration. 

Elmer mentions briefly the attempts that have 
been made to treat exophthalmic goiter with thy- 
roid extract, but does not give any details as to 
end-results. 

For the clinician who is interested in knowing 
facts, not theories, this volume is a worthwhile 
substitute for the current literature. 


= 


Population, Race, and Eugenics 


Siegel 
POPULATION, RACE AND EUGENICS. By Morris 
SreceLt, M.D., Published by the Author, 546 Barton 
Street, Hamilton, Ontario. Hamilton: Davis-Lisson, Lim- 
ited. 1939. Price, $2.50. 


R. SIEGEL has written an interesting little 

book which sets forth the generally accepted 
facts in regard to the slowing of the birth rate, 
higher fecundity of low intelligence groups, the 
lamentable sterility, absolute and relative, of col- 
lege women, and other eugenic truths. 

Much of its contents are well Known to the 
physician who reads the current medical literature, 
or even the higher-grade literary magazines. To 
be contested are several such statements, in regard 
to medical principles, as: “In case of gonorrhea, 
ordinarily it is sufficient to examine the external 
genitals in order to determine the existence or oth- 
erwise of gonorrheal infection.”’ If such were the 
truth, the practice of medicine would be much 
easier. 

Dr. Siegel makes a number of thought-provok- 
ing suggestions: (1) That eugenists be trained to 
conduct investigations into family histories, so that 
two individuals planning to marry can learn of past 
ancestral defects and the possibility of transmit- 
ting them; (2) geniuses (picked from children 
with a high intelligence quotient) should be main- 
tained at government expense until mature. 


a 


Injection Treatment of Varicose 
Veins and Hemorrhoids 


McPheeters and Anderson 


INJECTION TREATMENT OF VARICOSE VEINS 
AND HEMORRHOIDS. By H. O. McPueeters, M.D., 
F.A.C.S., Formerly Director of the Varicose Vein and 
Ulcer Clinic, Minneapolis General Hospital; Attending 
Physician, New Asbury, Fairview, and Northwestern 
Hospitals, Minneapolis, Minn.; and JaMes Kerr A 
son, M.D., F.A.C.S., Instructor in Surgery, Unive 
of Minnesota School of Medicine; Fellow of American 
Proctologic Society; Adjunct Surgeon, Minneapolis Gen- 
eral Hospital; Attending Surgeon, St. Mary's, Abbott, 
and Northwestern Hospitals, Minneapolis, Minn. 86 
Half-tones and Line Engravings; One Color Plate. Sec 

ond, Revised Edition. Philadelphia: F. A. Davis Com- 

pany. 1939. Price, $4.50. 


N less than a year, a new edition of this mono- 

graph has been necessary. It is still the most 
beautifully printed and best illustrated book on its 
subjects. McPheeters’ work is sound fundamentally 
and based on clinical and roentgenologic study. 
His discussion of the technic of treatment is full, 
practical, and to the point. It is to be regretted 
that he does not give his method of injecting varices 
elsewhere than on the legs (as vulvar varices, 
which he mentions as needing treatment). He 
emphasizes the fact that the solution must be held 
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in contact with the veins for some minutes, either 
by leaving the needle in place after disconnect- 
ing the syringe, or by keeping up tourniquet pres- 
sure for 10 minutes, or both. 

Anderson's section on hemorrhoids is so simply 
written that a practitioner who has never carried 
on such work may well do so. 


| 


Pathologic Gynecology 
Witherspoon 
CLINICAL PATHOLOGICAL GYNECOLOGY. By J 


THORNWELL WitHERSPOON, M.A. (Oxon.), M.D. (Johns 

Hopkins), Formerly Associate Professor of Experimen- 

tal and Pathological Gynecology, Indiana University 

Medical Center, Indianapolis. 400 Pages; 271 Engrav- 

ings. Philadelphia: Lea & Febiger. 1939. Price, $6.50. 

R. WITHERSPOON presents a correlated study 

of microscopic and gross appearances of exter- 
nal and internal gynecologic pathology. Treatment 
of such lesions is also included. 

It is sufficiently thorough to enable the medical 
student to acquire a good understanding of gyne- 
cologic pathology and secure a comprehensive re- 
view of the clinical aspects of each pathologic con- 
dition ; for the practitioner, it is not too theoretical 
nor so detailed as to bore him with technical de- 
scriptions. 

The contents of the book are grouped under an- 
atomic locations, rather than under similarity of 
diseases, so that one may readily find all path- 
ologic conditions of one organ or region gathered 
together. Both gross and microscopic appearances 
of each disease are presentea in clear illustrations. 

It is well for the clinician to have such a book 
at hand to clarify his ideas of pathologic changes 
in the female sex organs. 


= 


Toxicology 
Davison 


TOXTCOLOGY. By Forrest Ramon 
Davison, M.B., M.Sc., Ph.D., Assistant Professor of 
Pharmacology College of Medicine, University of Ver- 
mont. With a Foreword by Davin Marvin, M.D., Pro- 
fessor Emeritus of Pharmacology, College of Medicine, 
University of Vermont. New York: Paul B. Hoeber, 
Inc., Medical Book Department of Harper and Brothers. 
1939. Price, $2.50 
ELPFULLY classified and written from the 

clinical point of view, this little volume is a 
welcome addition to the library of the practitioner 
or student. The discussion of the symptoms and 
treatment is extensive enough to be of practical 
value. There is brief mention of the fatal dose, 
the necropsy findings, and the organs best suited 
for toxicologic examination. 

To obtain a perspective of the field of poisons, 
the first chapter discusses the fundamental prin- 
ciples of toxicology, including the age of the pa- 
tient, route of administration, form of poison, 
speed of administration, sensitization, disease, and 
other factors which affect the end result of a drug 
on the body. A most helpful section to be kept in 
mind is that on symptoms of poisoning (dyspnea, 
vomiting, purging. odor of the breath, skin lesions, 
salivation, convulsions, delirium, cyanosis, pain, 
and coma), which are followed by a brief dis- 
cussion as to possible etiologic poisons. 


= 


MANUAL OF 


Applied Anatomy 
Miller 


APPLIED ANATOMY; Functional and 
By Rosert H. Mirtrer, M.D., Associate Professor of 
Anatomy in the University of Tennessee College of 
Medicine; Formerly, Attending Surgeon to the Memphis 
General Hospital, Memphis, Tennessee Philadelphia: 
Lea and Febiger. 1939. Price, $6.50 
HIS undistinguished little book 
scribes the various anatomic 

briefly presents their functions 

given to surgical procedures in 
each organ. 

A number of errors are noted: Under the head- 
ing of fistula-in-ano, one finds this statement: “It 


Topographical. 


lists and de- 
structures and 
A few lines are 
connection with 
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is an irritable ulcer of the anus, often due to over- 
stretching from scybalae”; also, ‘‘Man is the only 
animal that defecates regularly.’ In discussing in- 
fections around the nose, no mention is made of 
the highly important fact that such _ infections 
should be handled as little as possible, in order to 
avoid venous spread to the cavernous sinus. 

Most of the illustrations are borrowed from well- 
known sources, notably “Gray's Anatomy.” It is 
unfortunate that more original illustrations were 
not used, as there are only 60 engravings and col- 
ored plates in 469 pages of text, and the pages 
of print seem rather lifeless, for a book of this 
type. 

The author has read widely in various fields 
and condenses such information well. In the treat- 
ment of intractable hiccup, he mentions that Weeks 
put a ligature about the phrenic nerve and made 
intermittent compressions to control the diaphrag- 
matic contractions by tightening about the nerve or 
loosening it, as required. 


Vaccine Treatment of Rheumatic 
Diseases 


Crowe 


HANDBOOK OF THE VACCINE TREATMENT OF 
CHRONIC RHEUMATIC DISEASES. By H. Warren 
Crowe, D.M., B.Ch., (Oxon.), M.R.C.S., L.R.C.P., 
Director of the Charterhouse Rheumatism Clinic; Late 
Consulting Physician (Vaccine), Yorkshire Home for 
Incurable and Chronic Diseases. Third Edition. London: 
Oxford University Press, Humphrey Milford. 1939 
Price, $1.25. 


ROWE has been working with vaccines for 25 

years and has been unusually successful in the 
treatment of arthritis, fibrositis, and other rheu- 
matic conditions with vaccines. 

His views are directly opposed to those held by 
most men employing vaccines. He makes no at- 
tempt to increase the dose regularly, as he feels 
that such increase is not essential. In addition, he 
uses minute amounts of a vaccine containing both 
the streptococcus and staphylococcus. 

His “proof of the pudding” is in his statistics, 
taken from charity clinics. Despite the lack of fav- 
orable environment and nutrition, he has cured or 
greatly improved over one-third of such patients, 
and definitely benefited a similar proportion. Fur- 
ther evidence is the fact that, in many cases, no 
attention was paid to foci of infection. 

sold therapy is reserved for those cases resis- 
tant to vaccine therapy. 

Vaccinotherapy by this method is well adopted to use 
by the general practitioner, if he will but digest the 
few points on the size of the dose. This small 
volume is recommended to him and to the ortho- 
pedist. 

oS 


Gonorrhea 


Pelouze 


GONORRHEA IN THE MALE AND FEMALE. By P. 
S. Perovze, M.D., Assistant Professor of Urology, 
University of Pennsylvania; Consulting Urologist to 
Delaware County Hospital; Special Consultant to 
United States Public Health Service; Member of Board 
of Directors, American Social Hygiene Association and 
American Neisserian Medical Society. Third Edition 
Thoroughly Revised. 489 Pages; 144 Iilustrations. Phila 
delphia and London: W. B. Saunders Company. 1939 
Price, $6.00. 


HE physician who is eager to give his gonorrhea 

patients the advantages of up-to-the-minute 
treatment will find a valuable consultation service 
in Pelouze’s text. Here speaks the familiarity of 
an extensive experience and a seasoned judgment 
not swayed by each passing therapeutic fancy, nor 
yet hidebound to old methods. 

The discussion on the difficulty of determining 
cure after the use of sulfanilamide should be read 
by every physician who is puzzled as to the safe 
time of pronouncing a patient cured. Modes of 
infection, diagnosis, incubation period, prophylaxis. 
local treatment, sulfanilamide, varying aspects of 
the disease in the male and female, all are dis- 
cussed frankly. 





August, 1939 


Dr. Pelouze states, in his introduction, that the 
book makes no attempt to follow traditional text- 
book style. One wishes that more books deviated 
from the cut-and-dried order of a bygone day, and 
presented the practical facts in office diagnosis 
and therapy as simply and directly as this one 


does. 
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Prostatic Disorders 
Hirsch 
FEEL LIKE THIRTY AT FIFTY. Renewed Vigor 
Through Gland Hygiene. By Epwin W. Hiascu, B.S., 
M.D., Author of “The Power to Love” and ‘‘Non-sur- 
gical Consideration of Prostatic Enlargement.’ Chicago: 
Research Publications, 1939. Price, $1.00. 


HIS well-made and pleasingly bound little 

pocket-size book is intended for the instruction 
of all middle-aged men, in order that they may 
avoid one of the causes of premature senility— 
prostatic disease. 

The functions of the prostate gland and the 
methods of dealing with its abnormalities are far 
better understood now than they were a genera- 
tion—or even ten or fifteen years—ago, and Dr. 
Hirsch has embodied the modern ideas of the 
prophylaxis of prostatic disorders in this small vol- 
ume, in simple and direct language which can be 
understood by any high school graduate, and has 
given instructions which, if followed, will enable 
any intelligent man to postpone or escape alto- 
gether the distresses of prostatism. Quite properly, 
in a book for laymen, he has omitted all discussion 
of the treatment of these conditions. 

Physicians will find here much help in advising 
their men patients past forty, and can confidently 
advise the more intelligent of such patients to pur- 
chase and study the book. 
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New Books 


Bust Culture 
Niemoeller 


THE COMPLETE GUIDE TO BUST CULTURE. By 
A. F. NieMoecrer, A.B. M.A., B.S Author of “S«- 
perfluous Hair and Its Re moval,’ etc. W ith a Foreword 
by Epwarp Popotsky, M.D., Author of ‘Young Women 
Past Forty,” etc. New York City: Harvest House 
Price, $3.50. 


THE first reaction to the title of this book is one 
of annoyance at its prudish phrasing, which 
smacks of the elite saleswoman. 

The book is well worth while, however, as it is 
sane, clear and authoritative. The woman, avid for 
the bosom you love to touch, is informed candidly 
that there is no royal road to the achievement 
of alluring breasts through the use of commercial 
appliances and medicines. 

Brassieres are discussed as to the type required 
by the large breast, the sagging or pendulous 
breast, and the small breast. Hydrotherapy, es- 
pecially the application of cold water, is recom- 
mended as a cheap and universally available meth- 
od of treatment. Plastic surgery is, perhaps, pic- 
tured in a manner that would make the lay woman, 
believe it should be carried out only in cases of 
severe deformity. Niemoeller does make the excel- 
lent point that such surgery should be undertaken 
only by a thoroughly experienced surgeon. He 
strongly condemns the compressive type of bras- 
siere and massage of the breast. 

In discussing the use of ruffed padding which 
makes the breasts appear larger than they actually 
are, he writes, “They carry an ethical problem 
for, from the male point of view, they practice a 
deception upon a prospective husband.” 
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The following books have been received in this office and will be reviewed 
in our pages as rapidly as possible. 


TREATMENT BY DIET. By Cuirrorpv J. Barsorka, 
B.S., M. M.D., D.Sc., F.A.C.P. 4th Edition Revised. 
Philadelphia: Fe ’P. Lippincott Company. 1939. Price, 
$5.00. 


TEXTBOOK OF GENERAL SURGERY. By Warren H. 
Core, M.D., F.A.C.S. and Ropert Erman, M.D. 2nd 
Edition. New York: D. Appleton-Century Company. 
1939. Price, $8.00. 

TEXTBOOK OF PATHOLOGY. A Correlation of Clinical 
Observations and Pathological Findings. By CHarLes 
W. Duvat, M.D. and Herpert J. Scuattenserc, M.D. 
i- York: D. Appleton-Century Company. 1939. Price 
$8.50. 

THE ENDOCRINE GLANDS. By Max A. GovpzieHeR, 
M.D. New York: D. Appleton-Century Company. 1939. 
Price, $10.00. 

TEXTBOOK OF NEURO-ANATOMY AND THE 
SENSE ORGANS. By O. Larsett, Ph.D. New York: 
D. Appleton-Century Company. 1939. Price, $6.00. 


MANUAL OF THE DISEASES OF THE EYE. For 
Students and General Practitioners. By Cuartes H. 
May, M.D. 16th Edition, Revised with the Assistance 
of Cuartes A. Perera, M.D. Baltimore: William Wood 
& Company. 1939. Price, $4.00. 


GROSS ANATOMY. A Brief Systematic Presentation of 
the Mactoscopic Structure of the Human Body. By A. 
Brazier Howetr. New York: D. aside Comers 
Company. 1939. Price, $6.00. 


CANCER OF THE COLON AND RECTUM. Its Diag- 
nosis and Treatment. By Freon W. Rankin, B.A., M.A., 
M.D., Se.D., F.A.C.S. and A. SterHens Granam, 
M.D., M.S. (in Surcery), F.A.C.S. Springfield: Charles 
C Thomas. 1939. Price, $5.00. 


TREATMENT IN 
Hopart A. 
Desk Index. 
Price, $30.00. 


GENERAL MEDICINE. Edited by 
Reimann, M.D. In Three Volumes and 
Philadelphia: F. A. Davis Company. 1939 


ATLAS OF HUMAN ANATOMY. Volume I, The 
Bones, Ligaments, Joints, Muscles and Regions of the 
Human Body. By Dr. Jonannes Sosorta, Edited from 
the Ninth German Edition by J. PLayrair McMurricu 
Sth Revised English Edition. New York: G. E. Stechert 
& Company. 1939. Price, per vol., $7.00; set of 3 vols., 
$18.00. 

A TEXTBOOK OF BACTERIOLOGY. The Application 
of Bacteriology and Immunology to the Etiology, Diag- 
nosis, Specific Therapy and Prevention of Infectious 
Diseases, for Students and Practitioners of Medicine and 
Public Health. By Hans Zinsser, M.D., and STANHOPE 
BayNE-JoNnes, M.D. 8th Edition, Revised and Reset. New 
York: D. Appleton-Century Company. 1939. Price, $8.00 

MEDICAL MUSSOLINI By Morris A. Beatte. H. C 
(CartyYLce) Lowry, Tech hnical Editor Washington 
D.C.: Columbia Publishing Company, 1939. Price, $3.00 

ANSWER TO WHY IS CANCER. Long-Sought View on 
the True Nature of Malignant Disease. By EmMitian O 
Hovpa, M.D. Privately Printed by Emilian O. Hoxda, 
1111 Fidelity Building, Tacoma, 1939 
Price, $2.00. 

DER RHEUMATISMUS SERIES. Volume 16, Die 
Ischias. By Dr. Mev. Hans-GeorG ScuHoutz. Dresden 
and Leipzig: Verlag von Theodor Steinkopf. 1939 
Price, RM 4.81. 

VARICOSE VEINS. By 


Washington 


Atton Ochsner, B.A., M.D., 
D.Sc. (Hon.), F.A.C.S. and Howarp Manorner, B.A., 
M.D., M.S. (Surcery), F.A.C.S. St. Lowis: The C. V. 
Mosby Company. 1939. Price, $3.00. 
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Dr. Charles Mayo Passes 


Ox May 26, 1939, one of the most notable surgical 
careers in American history came to an end, with 
the passing, at the age oi 73 years, from an attack 
of pneumonia, of Dr. Charles Horace Mayo, 
younger son of the remarkable country doctor, 
William Worrell Mayo who, with his two sons, 
founded the world-famous Mayo Clinic, which was 
opened in 1889. 

While less showy and ready of speech than his 
elder brother, William, “Dr. Charlie’s’” achieve- 
ments were no less important. He was an “all- 
around” surgeon, having been a pioneer in goiter 
and nerve surgery; a laparotomist of remarkable 
skill; and had performed more than 700 cataract 
operations. 

The list of degrees, titles, and awards conferred 
upon this simple, kindly man, and the active and 
honorary positions held by him, recently filled an 
8-page booklet. Among the latter were the presi- 
dencies of the American Medical Association 
(1916), the American Surgical Association (1931- 
*32), and the American College of Surgeons (1924- 
25). But the tribute which would have warmed his 
heart the most was the fact that the city of Ro- 
chester, Minn., which he and his brother actually 


made, suspended all business for two hours on the 
day of his funeral, showing the regard in which 
he was held by his fellow townsmen. 
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Dr. Boyce Wins M.V.M.S. Prize 


Iw the second annual essay contest of the Missis- 
sippi Valley Medical Society, for the best unpub- 
lished essay on a subject of practical value to the 
general practitioner, the prize of $100, a gold medal, 
and a certificate of award go to Dr. Frederick F. 
Boyce, assistant professor of surgery, Louisiana 
State University. The winning essay, “Toxic Thy- 
roid Disease as a Surgeon Would Have the General 
Practitioner Conceive It,” will be presented at the 
meeting of the Society at Burlington, Ia., Septem- 
ber 27, 28, and 29. 

All physicians in the Midlands should join The 
M. V. M. S. and attend this real three-day post- 
graduate course, which is big value at small cost. 

i] 


Look over the Classified Ads 
under “Business Opportunities.” 


Aviation Medicine at the Mayo Clinic 


Tue Mayo Clinic has opened a new laboratory, 
under the charge of Dr. Walter M. Boothby, for 
the study of the many and varied medical problems 
which arise when human beings take to the air at 
high altitudes, as they are now doing in constantly 
increasing numbers. 
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Eating at the New York World’s 
Fair 


A communication from the officials of the New 
York World’s Fair gives assurance that visitors 
who are not millionaires can obtain food on the 
fairgrounds without bankrupting themselves, the 
average charge for a satisfying meal being about 
50 cents. Of course, those who want to pay more 
can find people who will take more—to say noth- 
ing of the domestic and exotic drinks. 


=) 


Trademark Rights Upheld 


T ue Court of Appeals of the State of New York, 
on May 16, 1939, unanimously upheld the exclusive 
right of Endo Products, Inc. in the use of the 
prefix “Endo” as an identifying name of pharma- 
ceutical products, and awarded damages against 
Italian Drugs Importing Co., Inc. for infringe- 
ment of this trademark. 
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